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I. Overview 
 
 

 

West Virginia was awarded our approval to proceed with our Demonstration Project, 

Safe at Home West Virginia, on October 14, 2014.  Safe at Home West Virginia is high fidelity 

wraparound aimed at 12-17-year ƻƭŘΩǎ currently in congregate care settings in West Virginia 

or out-of-state and those at risk of entering a congregate care setting.  West Virginia also 

plans to universalize the use of the WV CANS across child serving systems.     

 

Recognizing the way we have traditionally practiced may not always result in the best 

possible outcomes for our children and families, we are now engaging in a process that 

creates a new perspective.  In partnership with youth and families, we will collaborate with 

both public and private stakeholders, including service providers, school personnel, behavioral 

health services, probation, and the judicial system to demonstrate that children currently in 

congregate care can be safely and successfully served within their communities.  By providing 

a full continuum of supports to strengthen our families and fortifying our community-based 

services, we can demonstrate that youth currently in congregate care can achieve the same or 

higher indicators for safety and well-being while remaining in their home communities. 

 

Safe at Home West Virginia ²ǊŀǇŀǊƻǳƴŘ ǿƛƭƭ ƘŜƭǇ ƛƳǇǊƻǾŜ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ ŀ ȅƻǳǘƘΩǎ 

ŀƴŘ ŦŀƳƛƭȅΩǎ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƴŜŜŘǎΤ ǊŜŘǳŎŜ ǘƘŜ ǊŜƭƛŀƴŎŜ ƻƴ ŎƻƴƎǊŜƎŀǘŜ ŎŀǊŜ ŀƴŘ ƭŜƴƎǘƘ ƻŦ ǎǘŀȅ ƛƴ 

congregate care; reduce the reliance on out-of-state residential care; improve the functioning 

of youth and families, including educational attainment goals for older youth; improve 

timelines for family reunification; and reduce re-entry into out-of-home care.  The benefits of a 

wraparound approach to children and families include: 

 

¶ One child and family team across all service environments; 

¶ ¢ƘŜ ŦŀƳƛƭȅΩǎ ǿǊŀǇŀǊƻǳƴŘ Ǉƭŀƴ ǳƴƛŦƛŜǎ ǊŜǎƛŘŜƴǘƛŀƭ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ǘǊŜŀǘƳŜƴǘΤ 

¶ Wraparound helps families build long-term connections and supports in their 

communities; 

¶ Provides concurrent community work while youth is in residential care for a smooth 

transition; 

¶ Reduces the occurrence and ƴŜƎŀǘƛǾŜ ƛƳǇŀŎǘ ƻŦ ǘǊŀǳƳŀǘƛŎ ŜǾŜƴǘǎ ƛƴ ŀ ŎƘƛƭŘΩǎ ƭƛŦŜΤ 

¶ Access to mobile crisis support, 24 hours per day, seven days per week; and 

¶ Crisis stabilization without the need for the youth to enter/re-enter residential care. 
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As we begin to redirect funds from congregate care using a universal assessment and 

thresholds; changing our culture of relying on bricks and mortar approaches to treatment; and 

implementing wraparound to prevent, reduce, and support out-of-home care, we will free up 

funding to redirect into building our community-based interventions and supports.  We will 

use the assessed target treatment needs from the WV CANS to guide our decision about the 

best evidence-informed treatment for the targeted needs at the community level and begin to 

develop a full array of proven interventions to meet the individual needs of children and 

families in their communities.  This approach and model will lead to our children getting what 

they need, when they need it, and where they need it.  It will also enhance our service delivery 

model to meet the needs and build on the strengths of the families of the children. 

 

There are no significant changes in the design of our interventions to date. 
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Theory of Change 

We implement CANS and NWI 

So That 

We have clear understanding of family strengths and needs 

And 

A framework/process to address those strengths and needs 

So that 

Families will receive the appropriate array of services and supports 

And  

Are more engaged and motivated to care for themselves 

So that 

Families become stabilized and/or have improved functioning 

So that 

Families have the knowledge and skills to identify and access community services and supports 

and can advocate for their needs 

So that 

Children are safely maintained in their home and/or community 

And  

Families are safe, healthy, supported by community, and are successful 
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 CANS and NWISSSSS 

 
Safe at Home West Virginia Theory of Change 
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Safe at Home West Virginia Logic Model 
 

Inputs Interventions Outputs 
Outcome 
Linkages 

Short-term 
Outcomes 

Intermediate/ 
System 

Outcomes 

¶ Youth 12-17 in 
open cases  

¶ Flexible 
funding under 
Title IV-E 
waiver 

¶ CAPS/CANS 
tools 

¶ Caseworkers 
trained in 
wraparound 
service 
provision 

¶ Multi-
disciplinary 
team 

¶ Courts 

¶ Coordinating 
agencies 

¶ Service 
providing 
agencies 

¶ CAPS/CANS 
assessments 
to determine 
need for 
wraparound 
services 

¶ Intensive Care 
Coordination 
model of 
wraparound 
services 

¶ Next Steps 
model of 
wraparound 
services 

¶ Number of 
youth1 
assessed with 
CAPS/CANS 

¶ Number of 
youth and 
families 
engaged in 
wraparound 
services while 
youth remains 
at home 

¶ Number of 
youth 
engaged in 
wraparound 
services while 
in non-
congregate 
care out-of-
home 
placement 

¶ Number of 
youth 
engaged in 
wraparound 
services while 
in congregate 
care 

¶ Compre-
hensive 
assessments 
lead to service 
plans better 
aligned to the 
needs of the 
youth and 
their families 

¶ Delivery of 
services 
tailored to the 
individual 
needs of the 
youth and 
families 
results in 
stronger 
families and 
youth with 
fewer 
intensive 
needs 

¶ More youth 
leaving 
congregate 
care 

¶ Fewer youth in 
out-of-state 
placements on 
any given day 

¶ More youth 
return from 
out-of-state 
placements 
 

¶ Fewer youth 
enter 
congregate 
care 

¶ The average 
time in 
congregate 
decreases 

¶ More youth 
remain in their 
home 
communities 

¶ Fewer youth 
enter foster 
care for the 
first time 

¶ Fewer youth 
re-enter foster 
care after 
discharge 

¶ Fewer youth 
experience a 
recurrence of 
maltreatment 

¶ Fewer youth 
experience 
physical or 
mental/ 
behavioral 
issues 

¶ More youth 
maintain or 
increase their 
academic 
performance 

 
 
 
 

                                                             
1 All references to youth in the logic model refer to youth in open cases who are between 12 and 17. 
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II. Demonstration Status, Activities, and Accomplishments 
 

 Implementation of Safe at Home West Virginia officially launched on October 1, 2015 

in the 11 counties of Berkley, Boone, Cabell, Jefferson, Kanawha, Lincoln, Logan, Mason, 

Morgan, Putnam, and Wayne with the first 21 youth being referred for Wraparound 

Facilitation.  West Virginia also began the process of universalizing the CANS across child 

serving systems. 

 

 On August 1, 2016, West Virginia began Phase 2 of implementation by expanding to 

the 24 counties of Barbour, Brooke, Grant, Greenbrier, Hampshire, Hancock, Hardy, Harrison, 

Lewis, Marion, Mineral, Mercer, Monongalia, Monroe, Nicholas, Ohio, Pendleton, 

Pocahontas, Preston, Randolph, Summers, Taylor, Tucker, and Upshur.  This phase of 

implementation brought in counties from each of the 4 BCF regions.   

 

On April 1, 2017, West Virginia began Phase 3 of implementation by expanding to the 

remaining 20 counties of; Braxton, Clay, Jackson, Roane, Ritchie, Doddridge, Pleasants, Wood, 

Marshall, Tyler, Wetzel, Calhoun, Gilmer, Wirt, Fayette, Raleigh, McDowell, Wyoming, Mingo, 

and Webster.  This phase brought the entire state into full implementation.  

 

  As of September 30, 2017, 1,172 youth have been enrolled in Safe at Home West 

Virginia.  West Virginia has returned 58 youth from out-of-state residential placement back 

to West Virginia, 171 Youth have stepped down from in-state residential placement to their 

communities, and 15 youth have returned home from an emergency shelter placement.  

West Virginia has been able to prevent the residential placement of 713 at risk youth.   

 

The breakdown of placement type at time of enrollment is as follows:  

¶ 83 were or are in out-of-state residential placement at time of enrollment 

with 58 returning to WV  

¶ 264 were or are in in-state residential placement at time of enrollment with 

171 returning to community 

¶ 789 were or are prevention cases at time of enrollment with only 76 entering 

residential placement 

¶ 36 were or are in an emergency shelter placement at time of enrollment with 

15 returning to their community 
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As part of our ongoing tracking and monitoring the Local Coordinating Agencies and 

the BCF Regional Social Service Program Managers turn in tracking logs that provide status 

updates on all cases.  This also allows the identification of barriers to cases progressing. 

 

Leading up to our first Safe at Home West Virginia referrals West Virginia developed a 

program manual and family guide as well as DHHR/BCF policies, desk guides and trainings.  

All staff and providers were provided with Wraparound 101 training, an overview of the 

wraparound process, Family and Youth engagement training that is part of our Family 

Centered Practice Curriculum, and CANS training.  The West Virginia Department of Health 

and Human Resources (DHHR) instituted weekly email blasts that go out to all DHHR staff 

and our external partners.  These email blasts focused on educating us on the 10 principles 

of Wraparound, family and youth engagement, and ongoing information regarding Safe at 

Home West Virginia.  We also implemented a bi-monthly newsletter that reaches all of our 

staff and external partners, conducted presentations across the state as well as media 

interviews and private meetings with partners.  These activities continue as specific to each 

phase of implementation and across the state.  Our weekly email blasts and newsletters 

now reach over 1,000 partners.  All program materials, newsletters, as well as other 

pertinent information are posted on our website for public viewing and use.   

 

  During the previous reporting period, West Virginia implemented the recommendations 

of our evaluator.  This included the development of a professional white paper guiding the 

Local Coordinating Agency Clinical Supervisors in further professional development of the 

wraparound facilitators regarding engagement.  BCF developed a similar transfer of learning 

process for use by Child Protective Service Supervisors and Youth Service Supervisors to assist 

the professional development of BCF staff regarding engagement.  Our evaluator provided 

West Virginia with 4 case examples from the fidelity reviews they conducted during the 

previous reporting period.  The 4 cases provided examples of successful case progression and 

outcomes that could be directly correlated to engagement.  Those cases were used with staff 

during transfer of learning discussions.  West Virginia continues with this recommendation to 

further develop and strengthen engagement skills.   

 

 

 



  Safe at Home West Virginia 
 
 

14 
Semi-Annual Progress Report ï October 31, 2017 
 

 During this reporting period, West Virginia has continued our work through the Local 

Coordinating Agencies to continue to build capacity to meet the needs of Safe at Home WV 

ȅƻǳǘƘΦ  [/!Ωǎ ƘŀǾŜ ŀŘŘŜŘ ƳŜƴǘƻǊǎΣ ǘƘŜǊŀǇƛǎǘs, and transportation aides in response to the 

service needs of clients.  The Local Coordinating Agencies continue to work with their 

respective counties to build more external supports and services, especially volunteer services 

that will continue to partner with and support our families and youth as their cases transition to 

closure.  This is often a challenge in rural communities but it is also exciting to see creative 

responses.  One community organization came together to right a grant for public 

transportation to serve the larger community in their small rural area.   

West Virginia has worked with the Capacity Building Center for States to develop a 

strategic plan to support the wavier as well as other BCF initiatives and needs.   The Capacity 

Building Center for States provided a marketing consultant to assist with the development of 

a 1 page informational document about Safe at Home West Virginia.  The document is 

written in layman terms and is being utilized by the department as well as any of our 

partners to inform and solicit community level support for the youth and families being 

served through Safe at Home West Virginia.  This document is available for public use and 

may be accessed and printed from the Safe at Home West Virginia Website, safe.wvdhhr.org.  

West Virginia took this learned skill and updated the one page flyer to be more current and 

also developed a one page flyer for use to guide the community on identifying youth in the 

target population and who to contact for possible referral to Safe at Home West Virginia. 

 

 In July 2015, in preparation for Phase 1 implementation, the Bureau for Children and 

Families released a request for applications for Local Coordinating Agencies to hire and 

provide Wraparound Facilitators.  The grant awards were announced on August 25th.  The 

grants provided startup funds for the hiring of wraparound facilitators and to assure a daily 

case rate for facilitation and flexible funds for providing the necessary wraparound services. 

 

 The Local Coordinating Agencies could hire their allotted wraparound facilitators in 3 

cohorts.  West Virginia believed this would be the best process to use to assure their ability 

to hire and train their staff as referrals began to flow.  

 

 For Phase 2 implementation the Bureau for Children and Families released a request 

for application for Local Coordinating Agencies to hire and provide Wraparound Facilitators 

on February 26, 2016.  The grant awards were announced on March 28, 2016.  West Virginia 

adjusted the grant awards based on lessons learned from Phase 1 implementation and 
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required the Local Coordinating Agencies to hire their allotted positions prior to the 

implementation date.  More time was allowed between the grant award date and the actual 

implementation of referrals to assure facilitators could receive required training.  

 

 This same process was followed in preparation of Phase 3 implementation.  The same 

communication plan was implemented with staff and community partners.  Case reviews 

and selection have followed the same process and referrals were prepared for 

implementation.   

 

 West Virginia ƘŜƭŘ ŀƴ άƻƴōƻŀǊŘƛƴƎέ ƳŜŜǘƛƴƎ ǿƛǘƘ ǘƘŜ Phase 1 Local Coordinating 

Agencies on September 16, 2015, for the Phase 2 Local Coordinating Agencies on June 7, 

2016, and for the Phase 3 Local Coordinating Agencies March 29, 2017 to assure consistency 

as we move forward.  We then hold monthly meetings for the first 4 months and move to 

semi-monthly or quarterly.  These meetings allow for open discussion and planning with 

regard to our processes and outcomes as well providing peer support and technical 

assistance among the agencies.   Activities of this group include the updating of the 

wraparound plan form, updating the monthly progress summary, developing advanced 

training specific to the wraparound facilitation, working with our Grants division to update 

the monthly grant report to simplify reflecting performance measures and outcomes, and 

implementation of evaluation recommendations.   

 

In preparation for Phase 1 implementation the local DHHR staff began pulling 

possible cases for referral for review and staffing during the months of August and 

September so that the referral process could go smoothly and the first referrals sent to the 

Local Coordinating Agencies on October 1, 2015.  For Phase 2 implementation this same 

process was used during the months of June and July to prepare for the first referrals that 

were sent on August 1, 2016. For Phase 3 implementation this same process was used 

during the months of February and March for the first referrals to be sent on April 1, 2017.  

We found this process to work well and it has been used in preparation for all 

implementation phases.   

 

 The Phase 1 initial startup grant period of 1 year expired on August 30, 2016 and the 

Phase 2 initial startup grant period of 1 year expired on April 30, 2017.  In preparation for 

this the Bureau for Children and Families prepared a provider agreement that includes all of 

the activities and requirements of the newest statement of work for Local Coordinating 
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Agencies and Wraparound Facilitation as well as the Results Based Accountability outcomes 

and performance measures that are outlined in the grants.  All original provider agencies 

have signed the provider agreements to continue serving as Local Coordinating Agencies in 

their respective Counties. 

 

CANS training and certification as well as Wraparound 101 training continue across the 

state to assure new staff hires have the required trainings.  Both Wraparound 101 and CANS 

are now integrated into DHHR/BCF new worker training.   

 

728 DHHR staff have been trained in CANS.  44 new Youth Service Workers have been 

trained.  This ongoing training continues as planned. 

 During this reporting period 114 people have been certified or re-certified in the 

administering of the CANS.   

West Virginia also continues with the identification and certification of WV CANS 

Advanced CANS Experts (ACES) to provide ongoing training and technical assistance. West 

Virginia is finding that staff are having difficulty accessing advanced CANS experts to provide 

technical assistance.  In order to address this Dr. Lyons came to West Virginia and spent a 

week with another 13 staff identified to go through the advanced CANS experts process.  He 

will also be providing ongoing technical assistance calls with the experts in order to continue 

the development process.  The goal has always been to have the internal capacity within West 

Virginia to continue this process and the transferring of learning.  We believe that with the 

assistance of the current experts and Dr. Lyons we will have no difficulty proceeding as 

planned.   At present, we have 13 CANS experts with 7 providing certification training and the 

other 6 providing technical assistance.   

 

West Virginia has also developed a plan for identifying all staff trained and certified, 

development of a training schedule based on identified need, technical assistance plan 

development based on identified need.   Attached is the CANS Logic Model.   

 

 There are no significant changes in the design of our interventions to date but there 

have been innovations.  During this reporting period, a group of Local Coordinating Agency 

Directors and Clinical Supervisors with extensive experience with Wraparound have worked to 

develop an advanced training for wraparound facilitators. We are referring to this training as 

ά!ǇǇƭƛŜŘ ²ǊŀǇŀǊƻǳƴŘέ.  At present the training is developed and has been piloted and is being 
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updated to expand to all facilitators.  This training addresses better engagement with families, 

how to problem solve and move a team forward, how to better write wraparound plans with 

measurable outcomes, as well as other identified needs.  It is to be more focused on the actual 

application and practice of wraparound facilitation.   

 We continue working with our partners in Positive Behavioral Support Program.  They 

are assisting us with engagement and possible trainings in using the MAPs process.  MAPs 

refers to Making Action Plans.   The training helps facilitators understand the MAPs process and 

details and how to conduct a MAP and integrate it into a Wraparound Plan.   

 During this reporting period, West Virginia has continued to follow the judiciary 

communication plan as developed last year.  The plan simply calls for continued communication 

with our judiciary by combined teams of WV BCF management and LCA representation.  

West Virginia also worked with our Evaluator, Hornby Zeller Associates, to create 

automated WV CANS.  All appropriate DHHR staff and Local Coordinating Agency staff have 

been trained in the use of the automated WV CANS and have begun entering WV CANS and 

subsequent updates.  West Virginia has been using the CANS since 2003.  It has been updated 

to the WV CANS 2.0.  WV CANS 2.0 is a revision that fully incorporates the National Child 

Traumatic Stress Network Trauma CANS.  It adds several modules to strengthen our current 

version of the WVCANS which are:  juvenile delinquency sub-module; expectant and 

parenting sub-module; commercial sexual exploitation youth sub-module; GLBTQ sub-

module; intellectual and developmental disabilities sub-module; 0-5 population sub-module; 

substance abuse sub-module; fire setting sub-module; transition to adulthood sub-module; 

and sexually abusive behavior sub-module.  Staff continues to use the automated CANS and 

Local Coordinating Agencies continue to partner with the project director to assure that initial 

and subsequent CANS are complete on every youth enrolled in Safe at Home West Virginia. 

 

Safe at Home West Virginia began implementation with the first referrals on October 1, 

2015.  The automated CANS data base did not become operational until February 12, 2016.  

During that time, there would have been cases that already transitioned to closure for various 

reasons.  There has been a learning curve with the wraparound facilitators navigating the 

system and remembering to save changes to the document.  This explains any discrepancy 

regarding the number of youth enrolled and the number of initial CANS completed in the 

system.  The Safe at home West Virginia project director continues to work with the Local 

Coordinating Agencies to monitor and assure CANS are completed on each child being served.   
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At present 3,258 CANS have been completed and entered into the automated system. 

This number represents initial and subsequent CANS.  CANS are to be updated at minimum 

every 90 days.   

The system has proven to be very useful for the use of the CANS across systems.  The 

ability for staff to quickly locate and use existing CANS is very helpful in treatment planning and 

the ability for administrative staff to access needed reports has proven to be very useful.   We 

foresee this becoming even more valuable as West Virginia moves forward with the use of 

CANS in treatment plan development. 

During this reporting period, the timeframe for completion of the initial CANS was 

changed from 14 days to 30 days. This change was made after comment by the Local 

Coordinating Agencies and staff during process evaluation interviews.  BCF had already made 

this change to other provider agreement affecting programs in which CANS are administered so 

the change also brought consistency across all provider agreements and program structures.  

This change also required that all program manuals, matrix, and forms be updated.   

Mentioned within West VirgiƴƛŀΩǎ Lƴƛǘƛŀƭ 5ŜǎƛƎƴ ŀƴŘ LƳǇƭŜƳŜƴǘŀǘƛƻƴ ǊŜǇƻǊǘǎ ƛǎ {ŜƴŀǘŜ 

Bill 393.  This bill set forth very specific requirements regarding work with status offenders and 

diversion.  West Virginia identified Evidence Based Functional Family Therapy (FFT) as a 

valuable service to the youth service population and their families as a diversion or treatment 

option.  FFT is a short term (approximately four (4) months), high-intensity therapeutic family 

intervention.  FFT focuses on the relationships and dynamics within the family unit.  Therapists 

work with families to assess family behaviors that maintain delinquent behavior, modify 

dysfunctional family communication, teach family members to negotiate effectively, set clear 

rules about privileges and responsibilities, and generalize changes to community contexts and 

relationships.  It is limited to youth 11-18 who have been charged or are at risk of being charged 

with either a status offense or a delinquent act. 

West Virginia awarded a grant to a lead agency to facilitate service coverage and 

training throughout our state.  Clinicians were trained and provide this valuable therapeutic 

service.   FFT fits well within the wraparound process and has been identified as a very useful 

service for many of our families being served within Safe at Home West Virginia due to target 

population for FFT.                                       

FFT is a well-established, evidence-based intervention model utilized in twelve (12) 

countries, including the United States.  FFT has shown to reduce recidivism as much as 50%.  It 
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is one of the many therapeutic options that are available to youth and a family that may be 

served by the juvenile justice system, child welfare, and Safe at Home West Virginia.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

          Regarding analyses; the evaluator will separate cases with FFT if the SACWIS system 

shows us whether the family got that service.  If it does not, we can only obtain the information 

through our case readings and the prevalence of FFT will determine whether we get any 

meaningful information out of it. 

To further assist us with moving forward with Results Based Accountability, the 

outcomes included within the Local Coordinating Agency grant agreement statements of work 

are connected to the outcomes for Safe at Home West Virginia.  All contracts and Provider 

agreements include provisions for training other wraparound team members with specialized 

roles, such as Peer Support Specialist, Parent or Youth Advocates, Mentors, and all wraparound 

team members outside of the Local Coordinating Agencies, and adherence to clear 

performance measures for families utilizing Safe at Home Wraparound.  These performance 

measure outcomes will be linked to continuation of yearly contractual relationships between 

the Bureau and each Local Coordinating Agency.  Responsibility for executing the duties of the 

contractual relationship with the Bureau rests with the Local Coordinating Agency, as well as 

development of an inclusive network of community providers in order to ensure youth and 

families receive services that are needed, when they are needed, and where they are needed.  

We continue to work with our Local Coordinating Agencies to assure that their workforce 

development meets ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ needs.   

 

tǊŜǎǘŜǊŀ /ŜƴǘŜǊΩǎ /ƘƛŜŦ 9ȄŜŎǳǘƛǾŜ hŦŦƛŎŜǊ YŀǊŜƴ ¸ƻǎǘ ŎƻƴǘƛƴǳŜǎ ǘƻ ǇǊƻǾƛŘŜ ¢ǊŀǳƳŀ-

informed Care training to individuals representing all child serving systems and the community 

at large.  This training provides an overview of the incidence and prevalence of childhood 

ǘǊŀǳƳŀǘƛŎ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ŘŜǎŎǊƛōŜǎ ǘƘŜ ƛƳǇŀŎǘ ǘƘŀǘ ǘǊŀǳƳŀ Ŏŀƴ ƘŀǾŜ ƻƴ ŀ ŎƘƛƭŘΩǎ ǇƘȅǎƛŎŀƭΣ 

social, emotional, cognitive and behavioral development.  Also discussed are trauma and the 

brain, the definition of trauma-informed care as a systemic framework around which services 

are developed and provided, and the six core components of a trauma informed system of care.  

Currently, Trauma-informed care is being redesigned to be required core training for all 

providers and BCF staff.   Ms. Yost has also been conducting train the trainer sessions 

ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǎǘŀǘŜ ǘƻ ŀǎǎƛǎǘ ǿƛǘƘ ŜȄǇŀƴŘƛƴƎ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ƛƴǘŜǊƴŀƭ ŎŀǇŀŎƛǘȅ ǘƻ ŎƻƴǘƛƴǳŜ ǿƛǘƘ 

this valuable training. 
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 During this reporting period BHHF has fully implemented its /ƘƛƭŘǊŜƴΩǎ .ŜƘŀǾƛƻǊŀƭ 

Health Wraparound.  In March 2016, the Bureau for Behavioral Health and Health Facilities 

(BHHF) released a Request for Applications for Grants for Local Coordinating Agencies to 

hire Wraparound Facilitators to serve 4 pilot areas of West Virginia.  The BHHF pilot project 

is to provide high fidelity wraparound modeled after Safe at Home West Virginia, to children 

in parental custody and no involvement with the child welfare system.   BHHF has worked 

closely with BCF to assure that the two programs are as similar as possible without overlap. 

Several of the pilot areas are part of the Phase 1 of Safe at Home West Virginia and all but 1 

of the grant awards were to Local Coordinating Agencies that are also serving Safe at Home 

West Virginia.  During the last reporting period, they had expanded to consider referrals 

from counties surrounding the original pilot areas.  They have received a total of 112 

referrals, 51 of those were accepted.   

 

!ǎ ŘƛǎŎǳǎǎŜŘ ƛƴ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ Lƴƛǘƛŀƭ 5ŜǎƛƎƴ ŀƴŘ LƳǇƭŜƳŜƴǘŀǘƛƻƴ wŜǇƻǊǘ ǿŜ Ƙave 

worked with our out-of-home partners to make changes to our continuum of care.  All 

provider agreements are being written to include performance measures.  West Virginia 

continues to work with our partners to improve the continuum of care as well as our 

agreements.     

 

!ǎ ǇŀǊǘ ƻŦ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ƻƴƎƻƛƴƎ ǿƻǊƪ ǘƻ ƛƳǇǊƻǾŜ ƻǳǊ ŎƻƴǘƛƴǳǳƳ ƻŦ ŎŀǊŜ ǿŜ ƘŀǾŜ 

created a Treatment Foster Care model. As part of that process West Virginia has developed a 

Three-Tier Foster Family Care Continuum.   This continuum includes Traditional Foster Care 

homes, Treatment Foster Care homes, and Intensive Treatment Foster Care homes.  This was 

developed in partnership with the Licensed Child Placing Providers who currently hold the 

Treatment Foster Care grants.   

During the previous reporting period, West Virginia developed a request for 

applications for lead agencies to develop Treatment Foster Care homes throughout the state.  

These grants were awarded to lead agencies in all 4 of the BCF Regions.  During this reporting 

period, the three-tiered foster family care continuum was fully implemented.    

 tƻǎǎƛōƭȅ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘ ƛǎ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ǎǳǎǘŀƛƴŀōƛƭƛǘȅ ǇƭŀƴƴƛƴƎΦ  !ƭǘƘƻǳƎƘ 

ǎǳǎǘŀƛƴŀōƛƭƛǘȅ Ƙŀǎ ŀƭǿŀȅǎ ōŜŜƴ ƛƴŎƭǳŘŜŘ ǿƛǘƘƛƴ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ǿƻǊƪǇƭŀƴ ǘƘŜ ƳƻǊŜ ŦƻŎǳǎŜŘ 

activities to plan for transition out of the waiver began this reporting period.  During this 

reporting period, a Finance workgroup comprised of the Project Director, BCF Deputy 
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Commissioner of Operations, BCF CFO, DHHR CFO and staff began meeting to determine 

necessary financial information that will be needed and used by other workgroups to inform 

any program adjustments.  The financial planning also affords West Virginia the needed 

information to determine level of service and commitment needed to continue with this 

valuable program and to assist with the development of any needed improvement packages 

determined to be appropriate.   

 

 This group has requested Technical Assistance through Casey Family Programs which 

is scheduled during the next reporting period.   

 

 During ǘƘƛǎ ǊŜǇƻǊǘƛƴƎ ǇŜǊƛƻŘΣ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ŜǾŀƭǳŀǘƻǊ Ƙŀǎ ŎƻƴŘǳŎǘŜŘ ǘƘŜ ŦƛǊǎǘ Ŧǳƭƭ 

cost analysis that is included within this report.  Our evaluator will be a valuable contributor 

to this group and financial sustainability planning as well as informing program adjustments.   
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III. Evaluation Status 

Data Collection Activities: 

 

During the most recent six-month evaluation period following implementation of Safe 

at Home West Virginia, the evaluator, Hornby Zeller Associates, Inc. (HZA), conducted the 

second annual fidelity assessment of local coordinating agencies (LCAs). HZA also re-

administered the fidelity survey to Department of Health and Human Resources (DHHR) 

caseworkers, supervisors and county managers from Phase I implementation counties, and 

re-administered a separate fidelity survey geared toward LCA wraparound facilitators, 

supervisors and program managers. All of these data collection efforts were used to inform 

the process evaluation. Each is described in greater detail below. 

 

Daǘŀ ŦǊƻƳ 5IIwΩǎ {ǘŀǘŜǿƛŘŜ !ǳǘƻƳŀǘŜŘ /ƘƛƭŘ ²ŜƭŦŀǊŜ LƴŦƻǊƳŀǘƛƻƴ {ȅǎǘŜƳ ό{!/²L{ύΣ 

FACTS, were used to inform the outcome evaluation, along with data from the automated 

Child and Adolescent Needs and Strengths (CANS) tool and interview data regarding youth 

educational functioning. CANS and interview data were used to measure progress on well-

being measures while data from FACTS were used to measure safety and permanency 

outcomes. All data collection activities are discussed in greater detail below. 

 

 Case Reviews and Interviews 

 

As part of the fidelity assessment of Safe at Home, staff from HZA returned to West 

Virginia during the week of July 17, 2017 to conduct the second annual fidelity assessment. 

HZA completed case record reviews (Appendix B) for 40 cases across nine contracted 

agencies and conducted interviews with 79 key stakeholders (Appendix C). The count of 

cases reviewed at each agency was proportional to the number of youth served by the 

agency. The youth, a parent/caregiver, the LCA wraparound facilitator and the DHHR 

caseworker from each case were asked to participate in interviews. Some of the 

wraparound facilitators and caseworkers were interviewed about more than one case in the 

sample. Both the record reviews and the interviews were designed to provide information 

on the extent to which the program is being implemented in the way it was intended 

through the Safe at Home model. In addition to learning about fidelity, interviews were also 
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used as an opportunity to explore one aspect of child well-being, specifically, youth 

educational functioning. Table 1 displays the number of stakeholders interviewed during 

the summer of 2017. 

Table 1. Stakeholders Interviewed by Group 

Youth 14 

Parents/Caregivers 16 

LCA Wraparound Facilitators 24 

DHHR Caseworkers 25 

Total 79 

 

  Surveys 

 

A second round of fidelity surveys was administered to DHHR community service 

managers, supervisors and caseworkers from Phase I2 implementation counties. Results from 

Phase II DHHR staff surveys were reported in the April 2017 semi-annual evaluation report. 

HZA staggers the administration of the DHHR staff survey to account for differences in staff 

training and time/experience working with the program. In addition to the DHHR staff 

survey, HZA administered a second annual fidelity survey to LCA Safe at Home program 

managers, supervisors and wraparound facilitators. Respondents provided their perceptions 

of the quality and effectiveness of services, what can be done to enhance them, the 

frequency with which they complete associated program responsibilities and the 

functionality of multi-agency collaboration. 

 

On August 16, 2017, the survey link for the LCA staff survey was sent to the emails of 

all applicable LCA staff, using the online CANS database to identify applicable staff and their 

email addresses. HZA sent surveys to 155 staff persons. At least one LCA staff person from all 

but one agency participated in the survey. 

 

On the same day, the survey link for the DHHR staff survey was sent to community 

services managers from all of the Phase I implementation counties, where all nine 

community services managers were asked to complete the survey and also to forward the 

                                                             
2 {ŀŦŜ ŀǘ IƻƳŜΩǎ implementation rolled out in three phases. Phase I began October 1, 2015 and involved eleven 
counties, Phase II began August 1, 2016 and added 24 new counties and Phase III completed the statewide 
implementation on April 1, 2017 by bringing in the remaining 20 counties. 
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survey to their casework and supervisory staff involved with Safe at Home. The deadline to 

complete the surveys was September 1, 2017. Due to low participation rates, HZA extended 

the original survey deadline to September 15, 2017 and sent an updated message to 

stakeholders urging their participation. A total of seven DHHR staff and 51 LCA staff 

responded to the respective surveys. 

 

  FACTS Data 

 

I½! ǳǎŜǎ Řŀǘŀ ŦǊƻƳ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ C!/¢{ ǘƻ ƳŜŀǎǳǊŜ ǘƘŜ ƛƳǇŀŎǘ ƻƴ ŀŎƘƛŜǾƛƴƎ ǘƘŜ 

ƛƴƛǘƛŀǘƛǾŜΩǎ ƎƻŀƭǎΣ ŜΦƎΦΣ ǊŜŘǳŎŜŘ ǇƭŀŎŜƳŜƴǘ ƛƴ ŎƻƴƎǊŜƎŀǘŜ ŎŀǊŜΦ hǳǘŎƻƳŜǎ ŦƻǊ {ŀŦŜ ŀǘ IƻƳŜ 

involved youth are compared to an historical comparison group of youth. The comparison 

groups, which are selected for each six-month reporting timeframe since the program was 

implemented, were selected from youth known to DHHR between State Fiscal Years (SFYs) 

2010 to 2015. The characteristics of youth in each comparison group are similar to the youth 

in each of the three3 treatment cohorts. A total of 1,058 youth have been referred to Safe at 

Home as of September 30, 2017. 

 

Characteristics, including demographic data, case history, and program qualifying 

characteristics, such as involvement in mental health and juvenile justice systems, were used 

to match youth to the treatment group cohorts. Youth in the treatment group were 

partitioned into five subgroups according to referral and placement type: out-of-state 

congregate care facilities and group care, in-state congregate care facilities and group care, 

emergency shelter, family foster care placements and youth at home. The characteristics of 

the youth selected into the comparison groups are statistically similar to those in the 

corresponding treatment groups (Appendix D). 

 

  CANS Data 

 

During the first few months of program implementation, HZA developed an online 

CANS tool for LCA and DHHR staff to use. The online CANS tool allows for ease of access and 

information sharing across participating agencies. Each youth who enters Safe at Home was 

originally expected to have an initial CANS assessment completed within 14 days of referral, 
                                                             
3 HZA has not created the comparison pool for the most recent cohort but will do so for the next semi-annual 
evaluation period because not enough time has elapsed to measure outcomes for these youth. Therefore, six 
month outcomes will be available for the fourth cohort for the April 2018 semi-annual evaluation report. 
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and subsequent CANS assessments every 90 days. However, a policy change, which went into 

effect in June 2017, moved the 14 day initial assessment deadline out to 30 days, with 

subsequent CANS still to be completed every 90 days thereafter. This policy change was a 

direct result of process evaluation findings illustrating that LCA wraparound facilitators were 

struggling to conform to the 14 day initial CANS assessment deadline. The online CANS tool 

provides the evaluation team with ready access to assessment data which are used to 

measure progress on well-being measures. 
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IV. Significant Evaluation Findings to Date 
Process Evaluation Results: 

 Youth Population Description 

Table 2 provides a description of Safe at Home youth at the time of referral. Overall, 

62 percent of the youth referred to Safe at Home were living in their own homes at the time 

of referral. Since Safe at Home was implemented, the percentage of youth in congregate 

care at the time of referral has continually decreased, giving rise to a more prevention based 

population. Youth placed in a congregate care setting at the time of referral comprised 56 

percent of Cohort I youth and only 17 percent of those in Cohort IV.  

 

Table 2. Safe at Home Youth Population Description 

 Cohort I Cohort II Cohort III Cohort IV 

Placement at Referral 

Total 124 226 299 409 

Out-of-state Congregate 

Care 
30 18 11 12 

In-state Congregate Care 39 74 62 56 

Emergency Shelter 5 18 6 13 

Family Foster Care 2 11 13 27 

Home 48 105 207 301 

Age at Referral 

12 or less 10 20 26 35 

13 20 26 35 60 

14 30 51 66 75 

15 28 59 66 121 

16 32 64 93 100 

17 4 6 13 18 

Gender 

Male 77 116 189 250 

Female 47 110 110 159 
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Table 2. Safe at Home Youth Population Description 

 Cohort I Cohort II Cohort III Cohort IV 

Race/Ethnicity 

White 96 184 250 364 

Black 9 20 17 15 

Mixed 15 19 26 14 

Other 4 3 6 16 

 

More males than females were referred to Safe at Home in each cohort; on average 

across all four cohorts, 63 percent of youth were males. However, fewer youth were male in 

Cohort II (51%). Additionally, gender disproportionality was highest among youth referred 

when placed in out-of-state congregate care, where males made up at least 75 percent of 

the population in each cohort. The majority of youth were white in all four cohorts (over 

75%). The percentage of white youth increased slightly with each cohort. 

 

 Fidelity Assessment 

 

As described above, the fidelity assessment was conducted during the summer of 

2017 and HZA staff completed a total of 40 case record reviews on-site at the LCAs. The cases 

were selected randomly, in proportion to the number of youth served by each LCA. 

Ultimately, the case sample included cases from all fouǊ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ǊŜƎƛƻƴǎΣ ŀƴŘ ƳƻǊŜ 

specifically, the following 18 counties: Berkeley, Boone, Brooke, Cabell, Grant, Hardy, 

Jefferson, Kanawha, Lincoln, Mason, Mercer, Monongalia, Morgan, Nicholas, Ohio, Putnam, 

Randolph and Wayne. At the time of review, 26 of the 40 cases were open, eight had 

successfully graduated the program, and six were discharged before program completion. On 

average, the open cases had been open for 371 days as of the date the reviews were 

completed, while cases closed due to graduation were open 382 days and 223 days for 

discharged closed cases. 

 

LCA Wraparound Facilitator Qualifications 

 

LCAs are the contracted agencies with primary responsibility for delivering 

wraparound services to youth in Safe at Home, with one wraparound facilitator assigned to 

ŜŀŎƘ ȅƻǳǘƘ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳΦ tŜǊ ǘƘŜ {ǘŀǘŜΩǎ [/! ŦǳƴŘƛƴƎ ŀƴƴƻǳƴŎŜƳŜƴǘǎΣ ǿǊŀǇŀǊƻǳƴŘ 
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ŦŀŎƛƭƛǘŀǘƻǊǎ ŀǊŜ ǎǳǇǇƻǎŜŘ ǘƻ ƘŀǾŜ ŀ .ŀŎƘŜƭƻǊΩǎ 5ŜƎǊŜŜ ƛƴ ǎƻŎƛŀƭ ǿƻǊƪΣ ǎƻŎƛƻƭƻƎȅΣ ǇǎȅŎƘƻƭƻƎȅ ƻǊ 

another human service related field and two years of work experience serving a youth 

ǇƻǇǳƭŀǘƛƻƴ ǎƛƳƛƭŀǊ ǘƻ ǘƘŀǘ ƻŦ {ŀŦŜ ŀǘ IƻƳŜΩǎ όƛΦŜΦΣ ŀƎŜǎ мн-17 with a mental health diagnosis 

in congregate care or at risk of congregate care entry). Facilitators are also supposed to have 

a general knowledge of mental illness diagnoses and behavioral disorders in children, and 

personal family experience with mental illness is considered helpful. In some cases, the State 

will make an exception to one or more of these requirements if the applicant has extensive 

knowledge and/or experience in the field. 

 

!ƭƭ ор ŦŀŎƛƭƛǘŀǘƻǊǎ ǿƘƻ ǊŜǎǇƻƴŘŜŘ ǘƻ ǘƘŜ ǎǳǊǾŜȅ ǊŜǇƻǊǘŜŘ ƘŀǾƛƴƎ ŀǘ ƭŜŀǎǘ ŀ .ŀŎƘŜƭƻǊΩǎ 

Degree in one of the preferred human services fields, with the most common being in the 

field of psychology. Five of the facilitators also had a MasteǊΩǎ 5ŜƎǊŜŜΦ bƛƴŜǘȅ-one percent 

reported having two plus years of experience in the behavioral health field. Seventy-one 

percent of facilitators had a prior knowledge base of mental illness diagnoses and behavioral 

disorders in children and 60 percent had personal family experience with mental illness. 

 

LCA staff working with Safe at Home are also required to complete training, 

wraparound certification and CANS certification. According to the latest (Phase III) Safe at 

Home funding announcement, all LCA staff are required to have training which, at minimum, 

includes the following content: 

 

¶ {ȅǎǘŜƳ ƻŦ /ŀǊŜ ά[ŀŘŘŜǊ ƻŦ [ŜŀǊƴƛƴƎέ ŦƻǊ /ƻǊŜ /ƻƳǇŜǘŜƴŎƛŜǎΣ 

¶ Child and Family Team Building, 

¶ Family Centered Practice, 

¶ Family and Youth Engagement, 

¶ Effects of Trauma on Children and Youth, 

¶ The 10 Wraparound Key Principles, 

¶ Safe at Home West Virginia Model and 

¶ BCF Policy Cross Training. 

 

All 51 LCA staff who responded to the survey (inclusive of 35 wraparound facilitators 

and 16 supervisors) had received training prior to working with Safe at Home, and some had 

received multiple trainings. Only 14 percent of the respondents reported that the training 

they received did not prepare them sufficiently for the job. Eighty-nine percent of facilitators 

had received wraparound certification and all facilitators had received CANS certification. It 
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is possible that the small percentage of facilitators who had not completed the wraparound 

certification were new to the position and still completing the process. 

 

    Phase I: Engagement and Team Preparation 

 

The first wraparound phase, Engagement and Team Preparation, is used to orient the 

family to the program and to begin engaging with the family and youth to explore their 

strengths, needs and goals; identify any pressing issues or concerns that the family has; and 

to build the wraparound team with an emphasis on family identified supports. 

 

Interviewees reported that in most cases youth and their families initially learned 

about Safe at Home through their DHHR caseworkers. Typically, caseworkers provided a brief 

overview of the program to the families and their youth and how it may help to meet their 

needs. Following this introduction, wraparound facilitators provided a more in depth 

explanation of what Safe at Home entails. Some of the information wraparound facilitators 

reported sharing with youth/families include the program materials and associated 

paperwork, the team process of wraparound, how Safe at Home differs from DHHR, 

youth/family voice and choice, how assessments are used, the strengths based nature of the 

program, how the program benefits youth/families in general and the types of services that 

are available. In a few cases, youth/families first learned about the program through 

placement staff, the courts or the wraparound facilitator. In one case, the parent learned 

about the program on his/her own and requested to speak to a DHHR caseworker about Safe 

at Home and in a couple of cases youth already had a sibling currently in Safe at Home. One 

parent shared his/her takeaway of SafŜ ŀǘ IƻƳŜΣ ǎǘŀǘƛƴƎΣ ά{ŀŦŜ ŀǘ IƻƳŜ ƛǎ ǎǳǇǇƻǎŜŘ ǘƻ 

ǎǳǇǇƻǊǘ ǳǎΣ ōŜ ǘƘŜǊŜ ŦƻǊ ǳǎ ŘǳǊƛƴƎ ŀ ŎǊƛǎƛǎ ŀƴŘ ǇǊƻǾƛŘŜ ǎŜǊǾƛŎŜǎ ǿŜ ŎŀƴΩǘ ƎŜǘ ǊŜƎǳƭŀǊƭȅΦ Lǘ ŘƻŜǎ 

ŀƭƭ ǘƘƛǎ ŀƴŘ ƳƻǊŜΦέ 

 

Wraparound facilitators and caseworkers were asked how well youth/families 

understood what the program entails. In all but three cases, facilitators and caseworkers 

believed that youth/families fully understood Safe at Home. One facilitator shared how s/he 

adapts to the youth/families learning styles to ensure they understand the program, stating, 

άώ¢ƘŜ ȅƻǳǘƘϐ ƘŀŘ ǘƻ ǎŜŜ ƛǘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ƛǘ ǎƻ L ŘǊŜǿ ƛǘ ƻǳǘ ŀƴŘ ǎƘƻǿŜŘ ώƘƛƳκƘŜǊϐ ǘƘŜ ǎȅǎǘŜƳǎ 

on the outside and the family in the middle and how we were the linkage to all these 

ǎŜǊǾƛŎŜǎΦέ Lƴ ŀƴƻǘƘŜǊ ǘƘǊŜŜ cases, it took time for facilitators to see that the youth/families 

really did understand the program. One caseworker shared of one of his/her experiences; 
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ά¢ƘŜȅ ƘŀŘ ŀ ŦŀƛǊ ǳƴŘŜǊǎǘŀƴŘƛƴƎΣ ōǳǘ L ǿƻǳƭŘƴΩǘ ǎŀȅ ƎƻƻŘΦ ¢ƘŜȅ ŘƛŘƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ƭŜǾŜƭ 

that the program could truly help. Once we began doing ǘƘƛƴƎǎΣ ǘƘŜȅ Ǝƻǘ ƛǘΦέ 

 

Nearly all stakeholders interviewed reported that wraparound facilitators encouraged 

youth/families to share their concerns, hopes, goals or strengths in the very early stages of 

the case. Wraparound facilitators reported that in the majority of cases it took time to build 

rapport and get youth/families to fully engage with them and feel comfortable enough to 

ǎƘŀǊŜ ǘƘŜƛǊ ŎƻƴŎŜǊƴǎ ŀƴŘ ƎƻŀƭǎΦ hƴŜ ǿǊŀǇŀǊƻǳƴŘ ŦŀŎƛƭƛǘŀǘƻǊ ǎƘŀǊŜŘ ŀ ǎǘǊŀǘŜƎȅ ŦƻǊ ŘƻƛƴƎ ǎƻΣ άL 

had the parents create a five year plan for [the youth] and [the youth] create a five year plan 

for [himself/herself], then we compared the plans. Together we mapped out where [s/he] is 

ƴƻǿ ŀƴŘ ǿƘŜǊŜ ǿŜ ŀƭƭ ǿŀƴǘŜŘ ώƘƛƳκƘŜǊϐ ǘƻ ōŜΦέ IƻǿŜǾŜǊΣ ƛƴ ǎƻƳŜ ŎŀǎŜǎ ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭƛŜǎ 

were able to share goals and concerns without much prompting or rapport building. A youth 

ŦǊƻƳ ƻƴŜ ƻŦ ǘƘŜǎŜ ŎŀǎŜǎ ǎŀƛŘΣ ά²ƘŜƴ L ƳŜǘ ώǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊϐ L ŦŜƭǘ ǊŜŀƭƭȅ ŎƻƳŦƻǊǘŀōƭŜ ǊƛƎƘǘ ŀǿŀȅ 

and I just knew we would get along. I'm actually just going to be really sad when [s/he] has to 

ƎƻΦέ Lƴ ŀ ŦŜǿ ŎŀǎŜǎ ŜƴƎŀƎŜƳŜƴǘ ŎƻƴǘƛƴǳŜǎ ǘƻ ǊŜƳŀƛƴ ŀǎ ŀƴ ƻƴƎƻƛƴƎ ƛǎǎǳŜΦ 

 

According to the interviewees, wraparound facilitators always asked youth/families to 

identify any supports they wanted to be involved with them through Safe at Home. However, 

most of the youth/families elected to keep Safe at Home involvement within the immediate 

family for a variety of reasons. In some cases, the youth/family did not have any supports 

they could identify and in others they did not want anyone else involved. Either way, 

facilitators often revisited this conversation throughout the life of the case. In eight cases, 

youth/families did identify supports and about half of those identified formal supports such 

as therapists, placement workers or school resource officers. The other half identified 

informal supports such as extended relatives, church members or friends. One facilitator 

provided an example where the youth wanted his/her aunts involved and, eventually, this 

opened up a placement resource for the youth. 

 

Additionally, the LCA and DHHR fidelity surveys asked facilitators and caseworkers 

about the extent to which required tasks were performed during each phase of wraparound, 

including the Engagement and Team Preparation Phase. Due to the low response rate for 

caseworkers4, only wraparound facilitator responses are included in Figure 1. 

 

                                                             
4 Of the five caseworkers who responded, only three had any direct experience handling Safe at Home cases. 
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Nearly all wraparound facilitators surveyed reported completing each of the required 

ŎŀǎŜǿƻǊƪ ŀŎǘƛǾƛǘƛŜǎ ά!ƭǿŀȅǎέ ƻǊ άCǊŜǉǳŜƴǘƭȅέ ŘǳǊƛƴƎ ǘƘŜ 9ƴƎŀƎŜƳŜƴǘ ŀƴŘ ¢ŜŀƳ tǊŜǇŀǊŀtion 

Phase. 
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    Phase II: Initial Plan Development 

 

The purpose of the Initial Plan Development Phase is to create the initial wraparound 

and crisis safety plans through a collaborative team process. Youth/families are to play an 

active and integral role in planning, where their feedback is elicited and incorporated into 

plans wherever possible. This section of the report discusses who participates in the planning 

process, what resources are used and how quickly it happens. It also reviews the steps which 

go into making revisions to the initial plan and how frequently that is done. 

 

Nearly all youth, parents, facilitators and caseworkers agreed that youth/family input 

is prioritized and incorporated into planning. Strategies employed by wraparound facilitators 

to involve youth in planning varied greatly. Facilitators worked with youth/families to 

develop long and short term goals, often through a brainstorming process. Facilitators asked 

youth/families to think about how they as a team can achieve these goals and what is most 

important to them. Sometimes the CANS was used as a discussion piece in the planning 

process to talk about areas of need and strength. Wraparound facilitators often laid out who 

is responsible for what parts of the plan. As time went on, the team would discuss progress 

and areas that still needed work. Facilitators would ask youth/families what they were doing 

well and whether they were following through with the actions necessary to achieve the 

goals. 

 

Parents commonly noted that they provide feedback/input whenever necessary. They 

also help to make sure the youth and family members comply with the plan. Parents also 

reported they work to come to a consensus as a team in developing the plans and provide 

updates on youth progress and/or seǘōŀŎƪǎΦ hƴŜ ǇŀǊŜƴǘ ǎŀƛŘΣ ά²Ŝ ώƳƻƳ ŀƴŘ ŘŀŘϐ ŘƛŘ ŀ ƭƻǘ 

with [the facilitator] to come up with a school solution that would work for [the youth] and 

ǘƘŜ ŎǊƛǎƛǎ ǇƭŀƴΦέ aƻǎǘ ǇŀǊŜƴǘǎ ŀƭǎƻ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ȅƻǳǘƘ ƳŀƪŜ ǎǳōǎǘŀƴǘƛŀƭ ŎƻƴǘǊƛōǳǘƛƻƴǎ ǘƻ 

wraparound planning, ǿƛǘƘ ƻƴŜ ǎŀȅƛƴƎΣ ά¸ŜǎΣ Ƴƻǎǘ ŘŜŦƛƴƛǘŜƭȅΦ ώ¢ƘŜ ȅƻǳǘƘϐ ƛǎ ǘƘŜǊŜ ŦƻǊ ŜǾŜǊȅ 

meeting and [s/he] always asks a lot of questions and is always very interested with the 

ǇƭŀƴƴƛƴƎΦέ ! ŦŜǿ ȅƻǳǘƘ ǇǊƻǾƛŘŜŘ ŜȄŀƳǇƭŜǎ ƻŦ ƛƴǎǘŀƴŎŜǎ ǿƘŜǊŜ ǘƘŜƛǊ ƛƴǇǳǘ ƘŀŘ ŀŎǘǳŀƭƭȅ ōŜŜƴ 

used in planning, such as expressing interest in particular activities, voicing their desire to 

consider an alternative learning environment and goal setting. 
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When it was difficult for wraparound facilitators to engage youth/families in the 

planning process, facilitators used multiple strategies to get them to participate. Examples of 

these strategies include adjusting planning activities to the unique learning styles of 

youth/families, convincing youth/families that LCAs are not DHHR or the courts, working 

around families' hectic schedules and finding times that are most convenient for them, 

looking to other supports for feedback when there is minimal participation by youth and 

families, offering suggestions, building rapport by showing that facilitators follow through, 

and figuring out what motivates each individual and offering incentives. 

 

As a formal support/team member, caseworkers were asked to share how they assist 

in wraparound plan creation. Three of the 25 caseworkers interviewed reported that they 

have not been involved in wraparound planning at this point. For the majority who were, 

they stated that they provide input while allowing the facilitator to take the lead in planning. 

Caseworkers reported that facilitators share ideas to garner their feedback prior to the 

planning meetings; they also noted that their position allows them to provide thorough 

youth/family histories. Additionally, caseworkers stated that they help by utilizing their legal 

authority when necessary to sign off on service referrals for youth and follow up with 

providers to ensure that plans are being implemented. Nearly all caseworkers agreed that 

the planning process was very youth/family driven and saw their role as supportive in nature. 

One caseworker described the collaboratioƴ ǇǊƻŎŜǎǎ ǿƛǘƘ ǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊΣ ǎǘŀǘƛƴƎΣ ά¦ǎǳŀƭƭȅ 

[the facilitator] will contact me and let me know [s/he] is getting a new plan. We usually 

meet up in person and we will see what [the youth] needs, [his/her] goals, and we talk about 

what [the youth] needs at the time. As time goes on problems change and we work together 

to ǳǇŘŀǘŜ Ǉƭŀƴǎ ŀŎŎƻǊŘƛƴƎƭȅΦέ 
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Another tool used in planning is the CANS. Wraparound facilitators are responsible 

for completing CANS assessments for all youth in the program. As noted earlier, initial CANS 

are to be completed within 30 days of referral to Safe at Home while subsequent CANS are to 

be conducted every 90 days thereafter. When looking at the overall average, LCAs completed 

the initial CANS 36 days after referral and subsequent CANS every 90 days thereafter. 

Therefore, LCAs as a whole fell slightly short of fulfilling the initial CANS requirement but 

subsequent CANS were performed within the required timeframe. 

 

While it may appear on the surface that LCAs are not meeting the required timeframe 

for initial CANS assessments, only one of the nine LCAs included in the fidelity assessment 

stood out as falling widely short on this measure. When this one LCA is excluded from the 

calculation, the remaining eight LCAs completed the initial CANS within 22 days of referral; 

exceeding the necessary timeframe by eight days. The LCA falling far short of meeting the 

initial CANS measure, also had two cases which were outliers, with initial CANS not being 

completed until 200 plus days following referral. When just those two cases are excluded 

from the analysis then the statewide average becomes 26 days following referral. 

 

Wraparound facilitators shared how they use CANS assessments in planning, stating 

that CANS is used to identify areas of concern so the team can figure out how to address the 

ȅƻǳǘƘ ŀƴŘ ŦŀƳƛƭƛŜǎΩ ƴŜŜŘǎΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜ /!b{ ǘŜƭƭǎ ǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊ Ƙƻǿ ǳǊƎŜƴǘ ŜŀŎƘ ƴŜŜŘ ƛǎ 

which helps with prioritizing. Facilitators also use the CANS to identify areas of strength on 

which they can continue to build and which they can use to address the areas of need. Often 

facilitators discussed CANS results with youth/families as a way to demonstrate progress, 

focus planning and develop or refine goals. 

 

Stakeholders listed the goals that had been established through the Safe at Home 

planning process. While goals varied among the 40 cases, the most common responses 

included improvement in grades, behavior, school attendance, social skills and family 

relationships, and to achieve permanency when youth were placed out of the home. One 

ȅƻǳǘƘ ŜȄƘƛōƛǘŜŘ ŜȄŎŜǇǘƛƻƴŀƭ ƳƻǘƛǾŀǘƛƻƴ ǿƛǘƘ Ǝƻŀƭ ǇƭŀƴƴƛƴƎΣ ǎǘŀǘƛƴƎΣ άhƴŎŜ ǘƘŜȅ ƭŜŀǾŜΣ Ƴȅ 

ǇŜǊǎƻƴŀƭ Ǝƻŀƭ ƛǎ ǘƻ Řƻ ǿƘŀǘ LΩƳ ŘƻƛƴƎ ƴƻǿΣ ōǳǘ ōŜ ŀōƭŜ ǘƻ Řƻ ƛǘ ƻƴ Ƴȅ ƻǿƴ ǿƛǘƘƻǳǘ ǘƘŜƳΦέ 
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Most youth and parents reported witnessing progress and/or goal achievement 

ǘƘǊƻǳƎƘ ǘƘŜƛǊ ƛƴǾƻƭǾŜƳŜƴǘ ǿƛǘƘ {ŀŦŜ ŀǘ IƻƳŜΦ hƴŜ ǇŀǊŜƴǘ ǎŀƛŘΣ άLŦ ȅƻǳ ŎƻǳƭŘ ǎŜŜ Ƙƻǿ ώǘƘŜ 

youth] was before and how [s/he] is now; [s/he] is a completely different person. [S/he] was 

always mad, anxious or depressed and [s/he] still has those moments, but we are seeing 

ǘƘƻǎŜ ƳƻƳŜƴǘǎ ƭŜǎǎ ŀƴŘ ƭŜǎǎΦέ hƴŜ ǇŀǊŜƴǘ ǿƘƻ ŘƛŘ ƴƻǘ ōŜƭƛŜǾŜ ƘƛǎκƘŜǊ ȅƻǳǘƘ ǿŀǎ ǇǊƻƎǊŜǎǎƛƴƎ 

ǎŀƛŘΣ άώ{κƘŜϐ ƛǎ Ƨǳǎǘ ƎƻƛƴƎ ǘƻ ƘŀǾŜ ǘƻ ƭŜŀǊƴ ƻƴ ώƘƛǎκƘŜǊϐ ƻǿƴ ǘƘŀǘ ǿŜΩǊŜ ǘǊȅƛƴƎ ǘƻ ƘŜƭǇ 

ώƘƛƳκƘŜǊϐΦέ 

 

 

Youth and parents also discussed what is currently being done to overcome 

challenges. Two youth reported that upcoming plans to change the school environment 

would help them in overcoming the challenges they continue to face in meeting some of 

their goals. Parents shared a variety of strategies that have been employed to help get youth 

back on track, such as collaborating as a team to come up with solutions, ensuring that 

placements are stable, making sure counseling attendance is high and medications are 

appropriate, and keeping on top of youth when it comes to school work and attendance. 

 

 

Initial wraparound plans are to be completed within 30 days of program referral. On 

average, LCAs completed initial wraparound plans within 45 days of referral, falling short of 

this timeframe by 15 days. Subsequent wraparound plans are to be updated and refined as 

necessary, and on average they were revised every 50 days. 

  

 

HZA reviewed the initial and most recent wraparound plans and rated the content for 

the extent to which required items were included in the plan. Reviewers used a five point 

[ƛƪŜǊǘ ǎŎŀƭŜΣ ǿƛǘƘ ƻƴŜ ƳŜŀƴƛƴƎ ǘƘŜ ƛǘŜƳ ǿŀǎ άbƻǘ ŀǘ !ƭƭέ ŀ ǇŀǊǘ ƻŦ ǘƘŜ Ǉƭŀƴ ŀƴŘ ŦƛǾŜ ƳŜŀƴƛƴƎ 

ǘƘŜ ƛǘŜƳ ǿŀǎ ά¢ƘƻǊƻǳƎƘƭȅέ ƛƴŎƭǳŘŜŘ ƛƴ ǘƘŜ ǇƭŀƴΦ CƛƎǳǊŜ н ŘƛǎǇƭŀȅǎ ǘƘŜ ŀǾŜǊŀƎŜ ǎŎƻǊŜǎ ŦƻǊ Ŝŀch 

fidelity item, showing comparisons between the initial and most recently completed 

wraparound plans. 
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All but one of the items showed improvement in the fidelity scores from the initial to 

ǘƘŜ Ƴƻǎǘ ǊŜŎŜƴǘ ǇƭŀƴǎΤ ǘƘŜǊŜ ǿŀǎ ƴƻ ŎƘŀƴƎŜ ŦƻǊ ǘƘŜ ά{ŜǊǾƛces/Supports Consistent with 

¸ƻǳǘƘΩǎκCŀƳƛƭȅΩǎ /ǳƭǘǳǊŜέ ƛǘŜƳΦ !ǎ [/!ǎ ƭŜŀǊƴŜŘ ƳƻǊŜ ŀōƻǳǘ ǘƘŜ ȅƻǳǘƘ ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎ ŀƴŘ 

built a rapport with team members, they were able to conform better to the requirements of 

the Safe at Home model. It should be noted, however, HZA reviewers noted it was difficult to 

ƛŘŜƴǘƛŦȅ Řŀǘŀ ƻƴ ǘƘŜ ŦŀƳƛƭƛŜǎΩ ŎǳƭǘǳǊŀƭ ƴŜŜŘǎ ƛƴ ǘƘŜ ǊŜŎƻǊŘΦ hǾŜǊŀƭƭΣ ƛǘŜƳǎ ǿŜǊŜ ǊŀǘŜŘ ǊŜƭŀǘƛǾŜƭȅ 

high with no scores below a 3.3 at any point. The greatest degree of improvement was 

ŜǾƛŘŜƴŎŜŘ ƻƴ ǘƘŜ άhǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ¸ƻǳǘƘ ǘƻ 9ƴƎŀƎŜ ƛƴ /ƻƳƳǳƴƛǘȅ !ŎǘƛǾƛǘƛŜǎέ ƛǘŜƳΦ 

 

Initial crisis safety plans are also to be completed within 30 days of Safe at Home. On 

average, all LCAs completed the initial crisis plans within 39 days of referral, falling slightly 

short of meeting the required timeframe. Subsequent crisis safety plans are to be updated 
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and refined as necessary, and on average this occurred every 53 days.  When the same 

agency which stood out as not meeting the required timeframe for initial CANS is excluded 

from the statewide analysis of initial crisis safety plans, the statewide average is 30 days, 

which meets the required timeframe for this measure.   

 

Similar to its review of the wraparound plans, HZA reviewed the initial and most 

recent crisis safety plans to assess their thoroughness, again using a five point Likert scale to 

assess their completeness. Figure 3 displays the average scores for each item assessed, 

showing comparisons between the initial and most recently completed crisis safety plans.  

 

 

 

LCAs exhibited improvement on all items from the time of the initial to the time of 

the most recent plans, demonstrating that LCAs have improved in meeting crisis safety plan 

ŦƛŘŜƭƛǘȅ ƳŜŀǎǳǊŜǎ ƻǾŜǊ ǘƛƳŜΦ ¢ƘŜ ά!ǎǎƛƎƴƳŜƴǘ ƻŦ wƻƭŜǎ 5ǳǊƛƴƎ /Ǌƛǎƛǎέ ƛǘŜƳ ǿŀǎ ǊŀǘŜŘ the 

ƘƛƎƘŜǎǘ ƻƴ ōƻǘƘ ǘƘŜ ƛƴƛǘƛŀƭ ŀƴŘ Ƴƻǎǘ ǊŜŎŜƴǘ ǇƭŀƴǎΦ ¢ƘŜ άLŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ .ŜƘŀǾƛƻǊǎ {ƛƎƴŀƭƛƴƎ 

/ƻƳƛƴƎ /Ǌƛǎƛǎέ ƛǘŜƳ ǿŀǎ ǊŀǘŜŘ ǘƘŜ ƭƻǿŜǎǘ ƻƴ ōƻǘƘ ƛƴƛǘƛŀƭ ŀƴŘ Ƴƻǎǘ ǊŜŎŜƴǘ ŎǊƛǎƛǎ ǎŀŦŜǘȅ ǇƭŀƴǎΦ 

 

Caseworkers generally reported that their involvement was minimal in crisis safety 

planning and usually the wraparound facilitators took the lead and caseworkers provided 

their input when necessary. In only one instance did a caseworker state that they were not 

involved in crisis safety planning, and this was attributed to conflicts between the 
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caseworker and facilitator. Half of the youth could not remember anything about crisis safety 

planning and this  

 

was also the case for three of the 16 parents. The remaining youth and parents all reported 

that they have been involved in crisis safety planning. Facilitators reported that 

youth/families were always involved in crisis safety plan development and refinement, but 

that plans were sometimes not implemented because youth never experienced a crisis. 

 

The surveys of LCA and DHHR staff were also used to measure the extent to which 

required tasks were performed during the early stages of providing wraparound. Due to the 

low response rate for caseworkers, only wraparound facilitator responses are included in 

Figure 4. 
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Nearly all wraparound facilitators surveyed reported completing all of the required 

ŎŀǎŜǿƻǊƪ ŀŎǘƛǾƛǘƛŜǎ ά!ƭǿŀȅǎέ ƻǊ άCǊŜǉǳŜƴǘƭȅέ ŘǳǊƛƴƎ ǘƘŜ Lƴƛǘƛŀƭ tƭŀƴ 5ŜǾŜƭƻǇƳŜƴǘ tƘŀǎŜΦ 

 

    Phase III: Plan Implementation 

 

The third phase of wraparound, Plan Implementation, is when the wraparound plan is 

put into action. It also offers an opportunity to revisit and update plans whenever necessary, 

to ensure that the youth/family and team members remain engaged, to continually monitor 

progress and address any challenges as they arise, and to celebrate successes. 

 

Wraparound facilitators are required to have weekly contact with youth/families to 
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start and then gradually reduce contact as progress is being made and youth/families get 

closer toward transition; all stakeholders reported that this was occurring. In cases where 

youth had graduated the program, stakeholders reported the visits were gradually reduced 

from weekly to biweekly and then to monthly contact. Most interviewees agreed that the 

amount of contact between wraparound facilitators and youth/families was adequate. 

However, in a couple of cases stakeholders across the board believed that the frequent 

contact was too overwhelming/invasive for the youth/family. In two cases, facilitators stated 

that the contact was not frequent enough but that the youth/families consistently cancelled 

meetings. 

 

All stakeholders were asked to share both the formal and informal services that 

youth/families have received during their participation in Safe at Home. Services were 

tailored to meet the needs of youth/family and as one caseworker reported of the 

ǿǊŀǇŀǊƻǳƴŘ ŦŀŎƛƭƛǘŀǘƻǊΩǎ ŦƭŜȄƛōƛƭƛǘȅ ŀƴŘ ŎǊŜŀǘƛǾŜ ǎŜǊǾƛŎŜ ǇƭŀƴƴƛƴƎΣ άώ{κƘŜϐ ƳŀƪŜǎ ǊŜŦŜǊǊŀƭǎΣ 

ŦƛƴŘǎ ǇƭŀŎŜƳŜƴǘǎΣ ǘŀƪŜǎ ώǘƘŜ ȅƻǳǘƘϐ ƻǳǘ ǘƻ Řƻ ǘƘƛƴƎǎΣ ώǎκƘŜΩǎϐ Ƨǳǎǘ ŀ ǎǳǇǇƻǊǘ ŦƻǊ ώǘƘŜ ȅƻǳǘh]. 

Anything I need [s/he] helps me with. [S/he] has found [the youth] non-formal support 

systems of people that will be good for [him/her] like a mentor. [S/he] helps us in getting 

[the youth] clothes or any other basic needs. Anything [the youth] needs, [s/he] is willing to 

Řƻ ƻǊ ƎŜǘΦέ {ŜǊǾƛŎŜǎ ǾŀǊƛŜŘ ŘǳŜ ǘƻ ŘƛŦŦŜǊŜƴǘ ƴŜŜŘǎ ŀƴŘκƻǊ ƎƻŀƭǎΦ ¢ƘŜ ǘŜƴ Ƴƻǎǘ ŎƻƳƳƻƴ 

services received included: 

 

¶ individual therapy, 

¶ tutoring, 

¶ school advocacy, 

¶ family therapy, 

¶ life skills, 

¶ youth coaching, 

¶ medication management, 

¶ community outings, 

¶ mentoring and 

¶ parenting classes. 

 

Caseworkers and facilitators were evenly split as to whether or not service barriers 

were an issue with the cases reviewed. The greatest barrier they cited was the lack of 
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consistency by the youth/families and follow through or motivation to succeed. In a few 

cases placement changes/disruptions resulted in services stopping and starting, which could 

be a challenge as well. In two cases, disputes between the caseworker and facilitator made it 

difficult to come to an agreement about what services would be best for the youth. The most 

common responses as to which services were lacking included placements for teenagers with 

mental health needs, mentoring programs, medication management, adolescent psychiatry 

and services for youth with special needs. 

 

Facilitators provided examples on ways they have worked to overcome the challenges 

caused by service barriers such as: making lots of calls; physically being there to make sure 

youth/families follow through; staffing the case with LCA supervisors, DHHR staff and school 

staff; rewarding youth for participation; working to keep placements stable; looking for 

informal mentors; and tele-conferencing with doctors or getting them to prescribe for 

months out. 

 

Nearly all stakeholders reported that wraparound facilitators identify and/or reward 

the success that youth achieve, and facilitators stated that determining the best reward 

comes down to figuring out what motivates each individual. In two cases, youth reported the 

facilitator does not recognize their success but also stated that there has not been much, if 

any, success at this point any way. Some of the most common rewards for youth received 

from facilitators were trips out to eat, specific gifts the youth wanted or needed, going out to 

participate in fun activities, verbal praise/acknowledgment and going to the movies. 

Stakeholders also reported successes youth have achieved. A few of the more frequent 

responses included improvements in the following: behavior, grades, school attendance, 

family relationships/communication and social skills. Wraparound facilitators monitored case 

progress in a variety of ways, such as through frequent contact with youth/families, provider 

reports, the CANS, monthly progress reports on the case and monthly wraparound team 

ƳŜŜǘƛƴƎǎΦ ²ƘŜƴ ȅƻǳǘƘκŦŀƳƛƭȅ ǇǊƻƎǊŜǎǎ ǿŀǎ ǎǘǳƴǘŜŘΣ ƻƴŜ ŎŀǎŜǿƻǊƪŜǊ ǎŀƛŘΣ άLŦ ώǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊϐ 

sees they are struggling [s/he] calls me and we do a home visit together and try to see what's 

going on and remind the family that we need to make progress and see what's going on so 

ǿŜ Ŏŀƴ ƎŜǘ ōŀŎƪ ƻƴ ǘǊŀŎƪΦέ 

 

Caseworkers, youth and parents reported that in most cases wraparound facilitators 

were diligent and, for the most part, successful in getting youth to make active decisions in 

ƻƴƎƻƛƴƎ ǇƭŀƴƴƛƴƎ ŀŎǘƛǾƛǘƛŜǎΦ CƻǊ ŜȄŀƳǇƭŜΣ ƻƴŜ ŎŀǎŜǿƻǊƪŜǊ ǎŀƛŘΣ άώ¢ƘŜ ŦŀŎƛƭƛǘŀǘƻǊϐ ŜƴƎŀƎŜǎ ώǘƘŜ 

youth] by keeping the dialogue open with the youth, getting them to speak about their 
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future, their hopes and dreams.  [The youth] wants to be a nurse, so the facilitator got 

[him/her] tutoring, helped [him/her] find programs for college and getting a 

nursing/LPN/assistant nurse certification - all of this came from [the youth] as the program 

ǿŜƴǘ ƻƴΦέ Lƴ ǘƘŜ ǊŜƳŀƛƴƛƴƎ ŦŜǿ ŎŀǎŜǎ ǿƘŜǊŜ ȅƻǳǘƘ ǿŜǊŜ ƴƻǘ ŀŎǘƛǾŜ ƛƴ Ǉƭŀƴning, caseworkers 

reported that facilitators made substantial efforts to engage youth in service planning, but 

engagement was a challenge due to parental issues, lack of motivation or interest from the 

ȅƻǳǘƘ ŀƴŘ ȅƻǳǘƘǎΩ ǎŜǊƛƻǳǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛǎǎǳŜǎΦ 

 

Here too, the fidelity surveys asked facilitators and caseworkers about the extent to 

which required tasks were performed during this phase of wraparound. Based on the low 

response rate for caseworkers, results for the wraparound facilitators are only included in 

Figure 5. 

 

 

 

Nearly all 35 wraparound facilitators who responded to the survey reported 

ŎƻƳǇƭŜǘƛƴƎ ŀƭƭ ƻŦ ǘƘŜ ǊŜǉǳƛǊŜŘ ŎŀǎŜǿƻǊƪ ŀŎǘƛǾƛǘƛŜǎ ŀǘ ŀ ŦǊŜǉǳŜƴŎȅ ƻŦ ά!ƭǿŀȅǎέ ƻǊ άCǊŜǉǳŜƴǘƭȅέ 

during the Plan Implementation Phase. 

 

    Phase IV: Transition 
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The purposes of the Transition Phase are to plan for the end of wraparound services 

ǿƘŜƴ ǘƘŜ ǘŜŀƳΩǎ Ǝƻŀƭǎ ŀƴŘ ƻōƧŜŎǘƛǾŜǎ ƘŀǾŜ ōŜŜƴ ƳŜǘΣ ǘƻ ŎƻƴŘǳŎǘ ŀ ŎƻƳƳŜƴŎŜƳŜƴǘ ƻǊ ǎƻƳŜ 

type of ritual to celebrate success and to formally discuss where the family can go for help in 

the future. 

 

Of the 14 closed Safe at Home cases in the sample, eight had successfully graduated 

the program, and thus, completed the Transition Phase. Stakeholders from the eight 

completed cases reported that the team knew the youth was ready to graduate Safe at 

Home because all the goals set forth had been achieved. All interviewees stated that 

facilitators held some sort of celebration for youth/families to symbolize graduation from the 

program. Often times gifts were given to the youth and in a couple cases scrap books with 

pictures of the journey were also given. Youth, parents and facilitators stated that at the 

ŎŜƭŜōǊŀǘƛƻƴ ǘƘŜ ƎǊƻǳǇ ŘƛǎŎǳǎǎŜŘ ǘƘŜ ȅƻǳǘƘǎΩ ŀŎƘƛŜǾŜƳŜƴǘǎ ŀƴŘ ǘƘŜ ǇǊƻƎǊŜǎǎ ǘƘŜȅ ƳŀŘŜ 

throughout the life of the case. In five of the eight cases, wraparound facilitators gave youth 

a diploma/certificate, and in a sixth case the facilitator gave the youth a closing letter listing 

all of the successes. All stakeholders reported that the wraparound facilitator provided the 

youth/family with information on where to go for help in the future should it be necessary. 

In most of the cases, the wraparound facilitator offered themselves as a resource should 

issues arise in the future. 

 

LCA and DHHR fidelity surveys asked facilitators and caseworkers about the extent to 

which required tasks were performed during each phase of wraparound. Results are limited 

to the surveys completed by wraparound facilitators, as displayed in Figure 6. 

 



  Safe at Home West Virginia 
 
 

44 
Semi-Annual Progress Report ï October 31, 2017 
 

 
 

Compared to facilitator responses of required casework activities for the first three 

phases of wraparound, required activities are not being completed as regularly for the 

Transition Phase. For example, just over half (51%) of the facilitators responded that they 

ά!ƭǿŀȅǎέ ƻǊ άCǊŜǉǳŜƴǘƭȅέ ŎǊŜŀǘŜŘ ŀ ŘƻŎǳƳŜƴǘ ǘƘŀǘ ŘŜǎŎǊƛōŜd lessons learned, what worked 

well and what did not, and the successes of the process. It is particularly concerning that only 

рт ǇŜǊŎŜƴǘ ƻŦ ǘƘŜ ŦŀŎƛƭƛǘŀǘƻǊǎ ά!ƭǿŀȅǎέ ƻǊ άCǊŜǉǳŜƴǘƭȅέ ŎǊŜŀǘŜŘ ŀ Ǉƭŀƴ ŦƻǊ ŎƘŜŎƪƛƴƎ ƛƴ ǿƛǘƘ ǘƘŜ 

family once services end. 

 

  DHHR and LCA Staff Program Buy-In 

 

In addition to the questions regarding fidelity, LCA and DHHR staff who participated in 

the survey were asked about the extent to which they agreed with statements regarding 

their buy-in to Safe at Home and also generally, their perceptions as to whether or not Safe 

ŀǘ IƻƳŜΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ Ƙŀǎ ƎƻƴŜ ŀǎ ǇƭŀƴƴŜŘΦ CƛƎǳǊŜ т ǊŜǇǊŜǎŜƴǘǎ ǘƘŜ ǊŜǎǇƻƴǎŜǎ ǘƻ ǘƘƻǎŜ 

statements asked of LCA staff.  
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Overall, LCA staff buy-in and perceptions of program success were relatively high, 

with Ƴƻǎǘ ǎǘŀǘŜƳŜƴǘǎ ŜƭƛŎƛǘƛƴƎ ά{ǘǊƻƴƎƭȅ !ƎǊŜŜέ ƻǊ ά!ƎǊŜŜέ ǊŜǎǇƻƴǎŜǎΦ ¢ƘŜǊŜ ǿŜǊŜ ǘǿƻ ƛǘŜƳǎ 
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which stand out as not following this trend as they received very mixed responses. First, only 

53 percent of LCA staff believed there were an adequate amount of services in the 

community to fulfill service plans. The second item was related to DHHR and LCA teamwork, 

where only 53 percent of LCA staff believed caseworkers were the main link between the 

facilitator and the family. 

 

Figure 8 provides similar feedback from the perspective of DHHR staff. 
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DHHR staff responses indicate relatively high buy-in for Safe at Home and positive 

overall perceptions of the program. Similar to LCA staff, DHHR staff held mixed views as to 

whether or not services were adequate and available to fulfill service plans. 

 

Successes and Challenges 
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Interviewees were asked about the various successes and challenges that occurred 

with the 40 cases selected for review as well as any suggestions for program improvements. 

 

Facilitators and caseworkers provided examples of what has worked well for the 40 

cases reviewed; Table 3 offers the opportunity to review the extent to which their responses 

were similar as well as how they differed.  

 

Table 3. Most Common Facilitator and Caseworker Perceptions of Case Success Factors 

Facilitator Responses (most common to least) Caseworker Responses (most common to least) 

Youth/Family Voice and Choice Relationship Between the Youth and Facilitator 

Youth/Family Motivation to Succeed Proactive and Persistent Facilitators 

Consistency and Flexibility of the Facilitator Extra Support of the Facilitator 

Changing the School Environment Team Collaboration and Effort 

Re-evaluating and Changing Approaches ¸ƻǳǘƘκCŀƳƛƭȅΩǎ aƻǘƛǾŀǘƛƻƴ ǘƻ {ǳŎŎŜŜŘ 

Low Turnover of the Formal Support Team Thorough Insight into the Youth/Family 

 

/ŀǎŜǿƻǊƪŜǊǎΩ ǘƘǊŜŜ Ƴƻǎǘ ŎƻƳƳƻƴ ǊŜǎǇƻƴǎŜǎ ƛƴ ǊŜƎŀǊŘ ǘƻ ŦŀŎǘƻǊǎ ǿƘƛŎƘ ŎƻƴǘǊƛōǳǘŜŘ 

to case success with Safe at Home were all about the diligent work of facilitators. One 

ŎŀǎŜǿƻǊƪŜǊ ǎŀƛŘΣ άL ǘƘƛƴƪ ǘƘŀǘ ǘƘŜ ŀmount of time spent by the facilitator with [the youth] 

contributed to the success of [his/her] program.  In general, I think that the Safe at Home 

program works because there is an extra person on-site at the youth's home and school, 

interacting with the family and not having caseworker responsibilities, so the facilitators 

spend time connecting to the youths, and this is what really makes the difference. They see 

ŦƛǊǎǘƘŀƴŘ ǿƘŀǘ ǘƘŜ ƴŜŜŘǎ ŀǊŜΣ ŀƴŘ ƘŀǾŜ ǘƘŜ ǊŜǎƻǳǊŎŜǎ ŀƴŘ ǘƛƳŜ ǘƻ ƎŜǘ ǘƘŜ ƴŜŜŘǎ ŀŘŘǊŜǎǎŜŘΦέ  

WǊŀǇŀǊƻǳƴŘ ŦŀŎƛƭƛǘŀǘƻǊǎΩ ǘǿƻ Ƴƻǎǘ ŎƻƳƳƻƴ ǊŜǎǇƻƴǎŜǎ ǿŜǊŜ ŀōƻǳǘ ǘƘŜ ŎƻƴǘǊƛōǳǘƛƻƴǎ ƻŦ ǘƘŜ 

youth/family in making the case successful. 

 

 

All youth reported that Safe at Home has been helpful to them. A few youth reported 

that if not for Safe at Home, they would likely be in placement. All parents reported positive 

ƻǾŜǊŀƭƭ ƛƳǇǊŜǎǎƛƻƴǎ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳ ǿƛǘƘ ƻƴŜ ǎǘŀǘƛƴƎΣ άLǘϥǎ ƎƻƻŘ ǘƻ ƘŀǾŜ ǘƘŜ ǎǳǇǇƻǊǘΦ  Lƴ ²Ŝǎǘ 

Virginia, whenever anything happens, the only solution DHHR gives you is for your child to go 

into state custody, because you can't get services and help unless the state has custody.  This 

is weird.  Like you can't get help unless you give up everything? Safe at Home gives support 

ŀƴŘ ǎŜǊǾƛŎŜǎ ǿƛǘƘƻǳǘ ƎƛǾƛƴƎ ǳǇ ŎǳǎǘƻŘȅ ŀƴŘ ǎŜƴŘƛƴƎ ȅƻǳǊ ƪƛŘ ŀǿŀȅΦέ 
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Nearly half the youth and most of the parents reported that having the extra support 

of the wraparound facilitator was the best part of Safe at Home. Other program favorites 

shared by youth were getting involved in the community, finding a placement that was a 

good fit, crisis planning and learning social skills. Parents shared what they liked the best 

about Safe at Home and this included the use of creative and flexible services, the 

ƴƻƴƧǳŘƎƳŜƴǘŀƭ ŜƴƎŀƎŜƳŜƴǘ ƻŦ ȅƻǳǘƘκŦŀƳƛƭƛŜǎ ŀƴŘ ŦŀŎƛƭƛǘŀǘƻǊǎΩ ǿƛƭƭƛƴƎƴŜǎǎ ǘƻ ǘǊȅ ƴŜǿ ǎŜrvices 

when progress is stalled. 

 

Caseworkers and wraparound facilitators mostly agreed about what some of the most 

difficult challenges were with Safe at Home cases. The five most common responses were: 

youth/family engagement; youth behavior, serious mental health issues or trauma recovery; 

family conflict or problems with the home environment; poor placement choices; and 

obtaining services for youth/families. 

 

Nearly all youth agreed that the program does not need any changes or 

improvements, but two youth did report that it can be overwhelming to have so many 

ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ƛƴǾƻƭǾŜŘ ŀǘ ƻƴŎŜΦ tŀǊŜƴǘǎΩ ǎǳƎƎŜǎǘƛƻƴǎ ŦƻǊ ǇǊƻƎǊŀƳ ƛƳǇǊƻǾŜƳŜƴǘ ǊŀƴƎŜŘ 

ƎǊŜŀǘƭȅΣ ōǳǘ ŀ ŎƻǳǇƭŜ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ŜƴǎǳǊƛƴƎ ŦŀŎƛƭƛǘŀǘƻǊǎΩ ƘŀǾŜ ŜȄŎŜƭƭŜƴǘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǎƪƛƭƭǎ 

and that opening up the program to younger kids were areas that could be addressed. 

 

²ǊŀǇŀǊƻǳƴŘ ŦŀŎƛƭƛǘŀǘƻǊǎΩ Ƴƻǎǘ ŎƻƳƳƻƴ ǊŜŎƻƳƳŜƴŘŜŘ ŎƘŀƴƎŜ ŦƻǊ ǘƘŜ ǇǊƻƎǊŀƳ 

included better/faster communication from caseworkers. One facilitator suggested that a 

solution to the communication barrier might be in giving facilitators more legal decision 

making authority/power so they would not be at the mercy of getting ahold of caseworkers. 

The second most common recommended change for Safe at Home from wraparound 

facilitators was that the caseload of ten is too high. One facilitator suggested that the State 

should implement a caseload tier system so that those with more difficult cases are assigned 

fewer. 

 

/ŀǎŜǿƻǊƪŜǊǎΩ ǘƘǊŜŜ Ƴƻǎǘ ŎƻƳƳƻƴ ŀƴǎǿŜǊǎ ǿƘŜƴ ŀǎƪŜŘ ǿƘŀǘ ŎƻǳƭŘ ōŜ ŘƻƴŜ ǘƻ 

mitigate the challenges faced were finding more positive peer influences for youth, finding 

ways to ensure youth consistently attend therapy and better engagement skills which may 

aid in figuring out how to motivate youth to want to be successful. 

 

  Summary of Process Evaluation Results 
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Overall, LCAs did well with conforming to the requirements of the Safe at Home 

model and improvements were also noticed over time in wraparound and crisis safety 

planning.  However, one area where multiple LCAs fell short was in meeting the required 

timeframe for completing initial wraparound plans.  Additionally, one agency in particular did 

not meet the required timeframes for initial CANS assessments or crisis safety plans by a 

large margin and when this agency was excluded from the analysis, it was demonstrated that 

the remaining eight LCAs did in fact meet these timeframes.   

 

Lƴ ǎǇƛǘŜ ƻŦ ǿǊŀǇŀǊƻǳƴŘ ŦŀŎƛƭƛǘŀǘƻǊǎΩ ŎƻƴǎƛǎǘŜƴǘ ŜŦŦƻǊǘǎ ǘƻ ƎŜǘ ȅƻǳǘƘκŦŀƳƛƭƛŜǎ ǘƻ ƛŘŜƴǘƛŦȅ 

natural supports, the vast majority of youth/families did not want others involved or did not 

feel as though they had any natural supports available to involve. In the few cases where 

supports were identified, half of them only included a formal support system. One of the key 

tenets of wraparound is in building and maintaining a strong natural support system so that 

when Safe at Home, DHHR and other formal supports leave, the youth/family will still be able 

to maintain their success without reliance on formal supports and systems. 

 

The three most common goals youth/families had were improvements in grades, 

behavior and school attendance. Stakeholders also reported that these were also the areas 

in which the greatest level of success has been witnessed, indicating that Safe at Home 

teams are working hard to ensure youth achieve the goals set forth, and they are actually 

accomplishing what they have set out to do. 

 

The five most common challenges shared by facilitators and caseworkers were: 

youth/family engagement; youth behavior, serious mental health issues or trauma recovery; 

family conflict or problems with the home environment; poor placement choices; and 

obtaining services for youth/families. 

 

Outcome Evaluation Results: 

 

  Youth Cohort Analysis 

Between the start of Safe at Home and September 30, 2017 1,0585 youth statewide 

                                                             
5 The numbers of youth reported by HZA and the State may differ slightly because the State utilizes weekly tracking 
logs and HZA relies on quarterly FACTS extracts for data. Delayed data entry also contributes to small changes in 
the numbers of youth reported per cohort in each semi-annual evaluation report. 
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have been referred to the program. For the analysis of outcomes, youth are divided into six-

month cohorts based on the dates of referral to the program (Table 4).  The analysis 

currently includes youth from four cohorts. All youth from Cohorts I, II and III have been in 

the program for at least six months which means sufficient time has passed to measure 

outcomes for them. The data presented for youth in Cohort IV are limited to descriptive 

information.  

 

Using data from FACTS, the matched comparison groups were selected using 

Propensity Score Matching (PSM). The comparison pools are drawn from youth who meet 

the Safe at Home referral criteria (age 12-17 with a mental health diagnosis in out-of-state or 

in-state congregate care or at risk of entering this type of placement) during SFYs 2010 

through 2015. Propensity scores were calculated using age at referral, gender, race, 

ethnicity, initial placement setting, count of years since the case opened, report allegation, 

number of prior placements, evidence of an axis one diagnosis and if the youth was ever in a 

jail, psychiatric hospital or group home. These scores were matched using a nearest neighbor 

algorithm to select a comparison group that is statistically similar to the treatment group 

(see Appendix D). 

 

Table 4. Outcome Analysis Cohorts 

Cohort Group Referral Period 
Number 

of Youth 

I 
Treatment October 1, 2015 ς March 31, 2016 124 

Comparison SFY 2010 ς 2015 124 

II 
Treatment April 1, 2016 ς September 30, 2016 226 

Comparison SFY 2010 ς 2015 226 

III 
Treatment October 1, 2016 ς March 31, 2017 299 

Comparison SFY 2010 ς 2015 299 

IV 
Treatment April 1, 2017 ς September 30, 2017 409 

Comparison SFY 2010 ς 2015 409 

Total 
Treatment October 1, 2015 ς September 30, 2017 1,058 

Comparison SFY 2010 ς 2015 1,058 

 

Unless otherwise specified, outcome measures are examined at or within six and 

twelve months post-referral to Safe at Home. For this report, six and twelve month 
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outcomes are analyzed for youth in Cohorts I and II; given the amount of time which has 

elapsed for youth in Cohort III, the analysis is limited to six month outcomes. 

 

  Youth Placement Changes 

 

Table 5 examines the placement of Safe at Home youth from Cohorts I through III 

when they were referred to the program and six months later. 

 

Table 5. Safe at Home Youth Placements at Referral and Six Months 

Cohort I 

Placement 

at Referral 

Placement after Six Months 

Out-of-

State 

Congregate 

Care 

In-State 

Congregate 

Care 

Emergency 

Shelter 

Family 

Foster 

Care 

Home 
Total at 

Referral 

Out-of-State 

Congregate 

Care 

10 4 1 2 13 30 

In-State 

Congregate 

Care 

1 11 3 2 20 39 

Emergency 

Shelter 
0 2 0 0 1 5 

Family 

Foster Care 
0 2 0 0 0 2 

Home 6 6 3 0 32 48 

Total at Six 

Months6 
17 25 7 4 66 124 

Cohort II 

Placement 

at Referral 

Placement at Six Months 

Out-of-

State 

In-State 

Congregate 

Emergency 

Shelter 

Family 

Foster 
Home 

Total at 

Referral 

                                                             
6 !ǘ ǎƛȄ ƳƻƴǘƘǎ ǘƘŜǊŜ ǿŜǊŜ ǘƘǊŜŜ ȅƻǳǘƘ ƛƴ ŘŜǘŜƴǘƛƻƴ ŀƴŘ ǘǿƻ ȅƻǳǘƘ ǿƛǘƘ ŀ ǎǘŀǘǳǎ ƻŦ άǊǳƴŀǿŀȅέ ŦǊƻƳ /ƻƘƻǊǘ LΦ 
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Table 5. Safe at Home Youth Placements at Referral and Six Months 

Congregate 

Care 

Care Care 

Out-of-State 

Congregate 

Care 

3 2 1 0 12 18 

In-State 

Congregate 

Care 

3 26 4 2 38 74 

Emergency 

Shelter 
0 6 4 3 4 18 

Family 

Foster Care 
0 2 2 4 3 11 

Home 0 10 3 2 87 105 

Total at Six 

Months7 
6 46 14 11 144 226 

Cohort III 

Placement 

at Referral 

Placement at Six Months 

Out-of-

State 

Congregate 

Care 

In-State 

Congregate 

Care 

Emergency 

Shelter 

Family 

Foster 

Care 

Home 
Total at 

Referral 

Out-of-State 

Congregate 

Care 

3 0 0 1 7 11 

In-State 

Congregate 

Care 

0 9 2 6 44 62 

Emergency 

Shelter 
0 0 1 0 5 6 

Family 

Foster Care 
1 1 2 8 1 13 

                                                             
7 !ǘ ǎƛȄ ƳƻƴǘƘǎ ǘƘŜǊŜ ǿŀǎ ƻƴŜ ȅƻǳǘƘ ƛƴ ŘŜǘŜƴǘƛƻƴ ŀƴŘ ŦƻǳǊ ȅƻǳǘƘ ǿƛǘƘ ŀ ǎǘŀǘǳǎ ƻŦ άǊǳƴŀǿŀȅέ ŦǊƻƳ /ƻƘƻǊǘ LLΦ 
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Table 5. Safe at Home Youth Placements at Referral and Six Months 

Home 4 30 6 6 159 207 

Total at Six 

Months8 
8 40 11 21 216 299 

 

When looking at the placement changes of Safe at Home youth, fewer were in 

congregate care and more were living at home six months post-referral in all three cohorts.  

For Safe at Home youth in Cohorts l and ll who began in congregate care, only one-third were 

living in congregate care six months after referral and this proportion was further reduced 

for youth in Cohort lll (16%). 

 

Conversely, one in four of the treatment youth from Cohort I who were living at 

home at the time of referral were in congregate care six months later, as were both of the 

youth referred while in a foster home.  The results show some improvement for Safe at 

Home youth from Cohorts II and III with only one in six youth on average who started in their 

home or in a foster home placement living in a congregate setting six months later.  

 

Table 6 examines the placement changes one year following referral to Safe at Home 

for youth in Cohorts I and II. 

 

Table 6. Safe at Home Youth Placements at Referral and Twelve Months 

Cohort I 

Placement at 

Referral 

Placement at Twelve Months 

Out-of-State 

Congregate 

Care 

In-State 

Congregate 

Care 

Emergency 

Shelter 

Family 

Foster 

Care 

Home 
Total at 

Referral 

Out-of-State 

Congregate Care 
5 4 3 2 15 30 

In-State 

Congregate Care 
3 8 3 2 21 39 

Emergency Shelter 0 2 0 0 2 5 

Family Foster Care 0 0 1 0 1 2 

                                                             
8 At six months there ǿŜǊŜ ǘǿƻ ȅƻǳǘƘ ƛƴ ŘŜǘŜƴǘƛƻƴ ŀƴŘ ƻƴŜ ȅƻǳǘƘ ǿƛǘƘ ŀ ǎǘŀǘǳǎ ƻŦ άǊǳƴŀǿŀȅέ ŦǊƻƳ /ƻƘƻǊǘ LLLΦ 
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Table 6. Safe at Home Youth Placements at Referral and Twelve Months 

Home 6 8 2 1 31 48 

Total at Twelve 

Months9 
14 22 9 5 70 124 

Cohort II 

Placement at 

Referral 

Placement at Twelve Months 

Out-of-State 

Congregate 

Care 

In-State 

Congregate 

Care 

Emergency 

Shelter 

Family 

Foster 

Care 

Home 
Total at 

Referral 

Out-of-State 

Congregate Care 
4 1 0 1 12 18 

In-State 

Congregate Care 
6 18 4 6 37 74 

Emergency Shelter 1 5 2 6 3 18 

Family Foster Care 1 2 0 4 4 11 

Home 7 23 0 2 71 105 

Total at Twelve 

Months10 
19 49 6 19 127 226 

 

As might be expected, the trends in both directions continued at the 12-month point, 

but the changes were not large.  Most of the effects in both directions appear to occur within 

the first six months. 

 

Contrasting the placement changes of youth in the comparison groups to those in the 

treatment groups offers an additional opportunity to assess the impact of Safe at Home. 

Figure 9 compares the placements of Safe at Home youth with the corresponding 

comparison youth for Cohort I at referral and at six and twelve months following referral. 

 

                                                             
9 At twelve months, ǘƘŜǊŜ ǿŀǎ ƻƴŜ ȅƻǳǘƘ ƛƴ ŘŜǘŜƴǘƛƻƴ ŀƴŘ ǘƘǊŜŜ ȅƻǳǘƘ ǿƛǘƘ ŀ ǎǘŀǘǳǎ ƻŦ άǊǳƴŀǿŀȅέ ŦǊƻƳ /ƻƘƻǊǘ LΦ 
10 At twelve months, there were two youth in detention, one youth in transitional living and three youth with a 
ǎǘŀǘǳǎ ƻŦ άǊǳƴŀǿŀȅέ ŦǊƻƳ /ƻƘƻǊǘ LLΦ 
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Both the treatment and comparison groups experienced reductions in congregate 

care placements (in-state [IS] and out-of-state [OOS]) between referral and six and twelve 

months. The reductions in congregate care placement were more dramatic for Safe at Home 

youth at six months than for comparison youth, but this trend reversed at twelve months. In 

regard to youth living at home, both treatment and comparison groups experienced 

increases at six and twelve months, with a more substantial increase witnessed for Safe at 

Home youth at six months. At twelve months the percentage increase of youth living at 

home was more prominent for youth in the comparison group (44% increase for Safe at 

Home youth and 82% increase for comparison youth). 

 

Similar to Figure 9, Figure 10 compares the placements of Safe at Home youth with 

the corresponding comparison youth at referral and at six and twelve months following 

referral for youth in Cohort II. 
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9ǾŜƴ ǿƛǘƘ ŀ ǎƳŀƭƭ ǇŜǊŎŜƴǘŀƎŜ ƻŦ /ƻƘƻǊǘ LLΩǎ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŎƻƳǇŀǊƛǎƻƴ ȅƻǳǘƘ ōŜƛƴƎ ƛƴ 

an out-of-state congregate care placement at referral, the comparison group experienced no 

reduction at six months but Safe at Home youth had a 63 percent decrease in youth living in 

out-of-state congregate care. However, the same percentage of Safe at Home youth were 

living in out-of-state congregate at twelve months as they were at the time of referral while 

a smaller percentage of comparison youth were living in out-of-state congregate care twelve 

months later. Both treatment and comparison groups had reduced percentages of youth 

living in in-state congregate care at six and twelve months. At six months, the percentage 

decrease was more substantial for Safe at Home youth, but the opposite was true at twelve 

months.  

 

Figure 11 compares the treatment and comparison group placements for Cohort III at 

referral and six months after referral. 
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Overall, Safe at Home youth from Cohort III displayed more positive placement 

changes at six months than did youth in the comparison group. There was a smaller 

proportion of Safe at Home youth in out-of-state congregate care at six months, whereas the 

comparison population actually experienced a slight increase. Safe at Home youth had a 38 

percent reduction in in-state congregate care placements at six months and the comparison 

group only had an eight percent decrease. Both treatment and comparison groups had a 

higher percentage of youth living at home at six months, although the degree of change was 

small for both groups. Placement change results for Cohort III are similar to the first two 

cohorts, with Safe at Home youth showing greater improvements at six months. 

 

In looking at the overall statistical significance of youth placement changes at six and 

ǘǿŜƭǾŜ ƳƻƴǘƘǎ ŦƻǊ ŀƭƭ ǘƘǊŜŜ ŎƻƘƻǊǘǎΩ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ŎƻƳǇŀǊƛǎƻƴ ƎǊƻǳǇǎΣ Safe at Home youth 

perfƻǊƳŜŘ ōŜǘǘŜǊ ƻƴ ŀƭƭ ōǳǘ ƻƴŜ ƳŜŀǎǳǊŜΦ /ƻƘƻǊǘ LLΩǎ ǘǊŜŀǘƳŜƴǘ ƎǊƻǳǇ ƘŀŘ ŦŜǿŜǊ ȅƻǳǘƘ ƛƴ 

out-of-state congregate care at a statistically significant rate (p<.01) and the same was true 

for in-state congregate care at six months for Cohort II (p<.05) and Cohort III (p<.01). 

IƻǿŜǾŜǊΣ ŀǘ ǘǿŜƭǾŜ ƳƻƴǘƘǎ /ƻƘƻǊǘ LΩǎ ŎƻƳǇŀǊƛǎƻƴ ƎǊƻǳǇ ƘŀŘ ƳƻǊŜ ȅƻǳǘƘ ŀǘ ƘƻƳŜ ŀǘ ŀ 

statistically significant rate (p<.05). 
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  Congregate Care 

 

Another way to evaluate the impact of preventing placement into congregate care is 

to simply compare the results for youth in the treatment cohorts with those in the 

comparison cohorts who were in a lower level of care at the time of referral. The placement 

settings of youth placed in lower levels of care, i.e., their own homes, family foster care or an 

emergency shelter, were examined at six and twelve months following referral (Table 7). At 

six months, a higher percentage of youth in the treatment group from Cohorts I and III were 

placed in congregate care as compared to youth in the comparison groups. However, at six 

months a smaller percentage of Safe at Home youth in Cohort II had experienced an initial 

congregate care placement at a statistically significant rate (p<.05) compared to youth in the 

comparison group. At twelve months, a higher proportion of Safe at Home youth from 

Cohorts I and II had moved to congregate care than did youth in the comparison group, 

though the margin was smaller between the treatment and comparison groups for youth in 

Cohort II (but not at a statistically significant rate). 

 

Table 7. Percentages of Youth from Lower Levels of Care to Congregate Care 

Cohort Group 

Number 

Referred at 

a Lower 

Level 

Percent in 

Congregate Care at 

6 Months 

Percent in 

Congregate Care at 

12 Months 

I 
Treatment 55 29% 29% 

Comparison 55 25% 16% 

II 
Treatment 134 13% 29% 

Comparison 119 24% 20% 

III 
Treatment 226 16% - 

Comparison 212 13% - 

 

Table 8 displays the results for youth in which sufficient time had passed since having 

exited to a lower level of care from a congregate care setting to measure re-entry into 

ŎƻƴƎǊŜƎŀǘŜ ŎŀǊŜΦ ! ǎƳŀƭƭŜǊ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ȅƻǳǘƘ ŦǊƻƳ /ƻƘƻǊǘ LΩǎ ǘǊŜŀǘƳŜƴǘ ƎǊƻǳǇ ǿŜǊŜ ƛƴ 

congregate care six months following discharge to a lower level of care than there was in the 

comparison group, but the opposite was true at twelve months (statistically significant at 

twelve months at p<.01). For Cohort II, more Safe at Home youth had re-entered congregate 
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care at six months than did youth in the comparison group. None of the six month results 

were statistically significant. 

 

Table 8. Rate of Congregate Care Re-Entry 

Cohort Group 

Number of Youth 

Moved to Lower Level 

of Care From 

Congregate Care at 6 

Months 

Percent of 

Re-Entry at 

6 Months 

Number of Youth 

Moved to Lower 

Level of Care From 

Congregate Care at 

12 Months 

Percent of 

Re-Entry 

at 12 

Months 

I 
Treatment 35 29% 28 43% 

Comparison 38 39% 38 13% 

II 
Treatment 38 39% - - 

Comparison 79 30% - - 

 

While Safe at Home youth seem more likely to enter congregate care than their 

historical comparisons, they spend much less time in those settings. Table 9 identifies the 

average number of days youth spent in congregate care. Safe at Home youth from all three 

cohorts spent fewer days in congregate care within six months of referral than youth from 

the corresponding comparison groups. The same was true at twelve months for Safe at 

Home youth in Cohorts I and II. All results were statistically significant (all at p<.01). 

 

Table 9. Average Length of Stay in Congregate Care Within 6 and 12 Months 

Cohort Group 

Average Days in 

Congregate Care 

Within 6 Months 

Average Days in 

Congregate Care Within 

12 Months 

I 
Treatment 100 168 

Comparison 156 229 

II 
Treatment 85 145 

Comparison 125 224 

III 
Treatment 61 - 

Comparison 128 - 

 

  Home Counties 
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Another goal of Safe at Home is to increase the number of youth living in their home 

communities. To measure the extent to which this goal has been achieved, movements of 

youth leaving their home counties and returning to them are examined at six and twelve 

months post-referral; these results11 are provided in Table 10. The overall percentages of 

county movement in both directions, positive and negative, were higher for the treatment 

group, which may indicate that closer attention is being paid to youth in Safe at Home. 

 

Table 10. Youth County Movements 

Cohort Group 
Percent at 6 

Months 

Percent at 12 

Months 

From Home-County to Out-of-County 

I 
Treatment 31% 30% 

Comparison 20% 15% 

II 
Treatment 18% 26% 

Comparison 21% 16% 

III 
Treatment 17% - 

Comparison 14% - 

From Out-of-County to Home-County 

I 
Treatment 61% 66% 

Comparison 30% 63% 

II 
Treatment 61% 59% 

Comparison 37% 56% 

III 
Treatment 81% - 

Comparison 42% - 

 

At six months, a higher proportion of Safe at Home youth from Cohorts I and III had 

moved out of their home counties than did youth from their corresponding comparison 

groups. The opposite was true at six months for Safe at Home youth in Cohort II, with a 

smaller proportion of Safe at Home youth moving out-of-county than their comparison 

counterparts. At twelve months, a higher percentage of Safe at Home youth from Cohorts I 

                                                             
11 Instances where youth move out-of-county because of placement with a parent or relative foster placement are 
not included in the analysis, as these are more ideal settings for youth to achieve permanency than merely living 
within the home-county. 
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and II had moved out-of-county. However, none of these results was statistically significant. 

 

On the other hand, at both six and twelve months and for all three cohorts, Safe at 

Home youth returned to their home-counties more often than did comparison youth. These 

results were statistically significant for all three cohorts at six months (all at p<.01). 

 

  Foster Care 

 

Safe at Home has two goals related to foster care (understood as any out-of-home 

placement). The first is to reduce the percentage of youth who need placement outside the 

home, and the second is to reduce the percentage of youth who re-enter following discharge 

to their homes. Table 11 examines the initial entry into foster care following referral for 

youth who were referred while in their own homes. The percentage of youth with initial 

foster care entries at six months was higher for Safe at Home youth in Cohorts I and III. A 

smaller percentage of Safe at Home youth from Cohort II had initial foster care entries at six 

months than did their comparison counterparts. At twelve months post-referral, a higher 

proportion of Safe at Home youth from Cohorts I and II had experienced an initial entry into 

foster care than did youth in the comparison groups. Again, however, none of these results 

was statistically significant. 

 

Table 11. Initial Foster Care Entries 

Cohort Group 

Number of 

Youth 

Home at 

Referral 

Percent With 

Initial Foster 

Care Entry at 

6 Months 

Percent With 

Initial Foster 

Care Entry at 

12 Months 

I 
Treatment 48 33% 35% 

Comparison 47 23% 13% 

II 
Treatment 105 15% 31% 

Comparison 93 26% 16% 

III 
Treatment 207 23% - 

Comparison 192 15% - 

 

The rate at which youth re-entered foster care at six and twelve months following 

discharge to their home was also calculated (Table 12). For all three cohorts, the percentage 
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of Safe at Home youth re-entering foster care at six months post-discharge was greater than 

that of comparison youth. These results were statistically significant for Cohort II at p<.01. At 

twelve months, a higher proportion of Safe at Home youth from Cohorts I and II had re-

entered foster care following discharge. 

 

Table 12. Rate of Re-Entry into Foster Care 

Cohort Group 
Rate of Foster Care Re-Entry 

(%) at 6 Months 

Rate of Foster Care Re-Entry (%) 

at 12 Months 

I 
Treatment 14% 18% 

Comparison 8% 11% 

II 
Treatment 28% 21% 

Comparison 11% 14% 

III 
Treatment 18% - 

Comparison 13% - 

 

  Maltreatment 

 

The initiative aims to increase youth safety by demonstrating decreased rates of 

maltreatment/repeat maltreatment. Table 13 displays the number of youth with a 

maltreatment referral subsequent to referral to Safe at Home and the number for which that 

referral led to a result of substantiated maltreatment. Within six (Cohorts I, II and III) and 

twelve months (Cohorts I and II) Safe at Home youth had fewer maltreatment referrals. 

These results were statistically significant for Cohort I at six and twelve months (p<.05 and 

p<.01, respectively), for Cohort III at six months (p<.01) and for Cohort II at twelve months 

(p<.05). There were no cases of substantiated maltreatment within six or twelve months for 

any youth in either the treatment or comparison groups. 

 

Table 13. Number of Youth with a New Referral or Substantiation 

Cohort Group 

Referral 

Within 

6 

Months 

Substantiation 

Within 6 

Months 

Referral 

Within 

12 

Months 

Substantiation 

Within 12 

Months 

I 
Treatment 2 0 2 0 

Comparison 9 0 14 0 
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Table 13. Number of Youth with a New Referral or Substantiation 

Cohort Group 

Referral 

Within 

6 

Months 

Substantiation 

Within 6 

Months 

Referral 

Within 

12 

Months 

Substantiation 

Within 12 

Months 

II 
Treatment 16 0 19 0 

Comparison 23 0 35 0 

III 
Treatment 11 0 - - 

Comparison 35 0 - - 

 

  Youth Well-Being 

 

The CANS tool ǇǊƻǾƛŘŜǎ ŀƴ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ȅƻǳǘƘΩǎ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƴŜŜŘǎ ǿƘƛŎƘ ƛǎ ǳǎŜŘ 

to support decision making, facilitate service referrals and monitor the outcomes of services 

received. By utilizing a four-level rating system (with scores ranging from 0 to 3) on a series 

of items used to assess specific domains, such as Child Risk Behaviors or Life Domain 

Functioning, the CANS helps LCA wraparound facilitators and DHHR caseworkers to identify 

needs/actionable items (i.e., those with a score of 2 or 3), indicating where attention should 

be focused in planning with the youth and family. 

 

Wraparound facilitators from the LCAs are responsible for administering the CANS 

assessments to youth in the program. Once the assessments are completed, they are to be 

entered into the online WV CANS. As noted earlier, youth in the program are supposed to 

receive an initial CANS assessment within 30 days of referral12 and subsequent CANS are to 

be performed every 90 days thereafter. 

 

A total of 367 Safe at Home youth had at least two CANS assessments completed, i.e., 

an initial CANS and at least one subsequent CANS. There are no CANS available to compare 

to youth in the comparison groups, thus limiting the analysis to only youth in Safe at Home. 

For the purpose of this report, the results of the initial CANS assessments for youth from 

Cohorts I and II are compared to those at six and twelve months post-initial CANS to measure 

progress while in the program, with the results limited to six months for youth in Cohort III. 

                                                             
12 The standard for completing the initial CANS assessment was originally within 14 days of referral, however this 
timeframe has been extended to 30 days as of a June 2017 policy change. 
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Progress is measured by the extent to which scores have improved, meaning 

needs/actionable items have been reduced over time. As shown in Table 14, CANS 

assessments available for analysis become more limited with the passage of time. This is due 

to a variety of factors, including: inappropriate referral (for example, youth may not meet 

the age requirement for Safe at Home), youth placements into a detention center, or cases 

which close prior to six months because families decline participation or there is an inability 

to secure placements for youth. 

 

Table 14. Number of Youth With CANS Assessments Available for Analysis 

 Cohort I Cohort II Cohort III 

Number of Youth with an 

Initial CANS Assessment 
86 167 209 

Number of Youth with a Six 

Month Follow-Up CANS 
51 89 42 

Number of Youth Discharged 

Before a Six Month Follow-Up 

CANS can be Performed 

25 25 17 

Number of Youth Where 

Enough Time Has Passed & 

No Six Month CANS Was 

Performed 

8 0 0 

Number of Youth with a 12 

Month Follow-Up CANS 
22 19 - 

Number of Youth Discharged 

Before a 12 Month Follow-Up 

CANS can be Performed 

50 29 - 

Number of Youth Where 

Enough Time Has Passed & 

No 12 Month CANS Was 

Performed 

0 0 - 

 

Table 15 provides an overview of the percentage of youth with at least one need item 

selected by the various domains at entry into the program. For a closer look at the needs on 

specific items within each domain, please see Appendix E. 
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Table 15. Percentage of Youth with an Actionable Item/Need on the Initial CANS Assessment 

CANS Domain Cohort I (N=86) Cohort II (N=167) Cohort III (N=209) 

Child 

Behavioral/Emotional 

Needs 

81% 77% 69% 

Child Risk Behaviors 48% 43% 38% 

Life Domain Functioning 91% 90% 90% 

Trauma Stress Symptoms 48% 44% 28% 

 

Across all three Cohorts, 90 percent of the youth had at least one actionable item in 

the Life Domain Functioning domain followed by 76 percent of the youth in the 

Behavioral/Emotional Needs domain. 

 

Table 16 shows the percentage of youth who had a six or twelve month follow up 

CANS and who also reduced at least one need in the domain (i.e., at least one item in the 

domain had gone from actionable to non-actionable or was no longer considered a need). 

 

Table 16. Percentage of Youth with a Need on the Initial CANS Who Improved Scores on a 6 or 

12 Month Subsequent CANS 

CANS Domain 

Youth with Improved 

Scores 6 Months Post-

Initial CANS 

Youth with Improved 

Scores 12 Months Post-

Initial CANS 

Cohort I 

Child Behavioral/Emotional 

Needs 
51% 89% 

Child Risk Behaviors 46% 71% 

Life Domain Functioning 60% 90% 

Trauma Stress Symptoms 40% 79% 

Cohort II 

Child Behavioral/Emotional 

Needs 
59% 71% 

Child Risk Behaviors 63% 100% 

Life Domain Functioning 68% 81% 
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Table 16. Percentage of Youth with a Need on the Initial CANS Who Improved Scores on a 6 or 

12 Month Subsequent CANS 

CANS Domain 

Youth with Improved 

Scores 6 Months Post-

Initial CANS 

Youth with Improved 

Scores 12 Months Post-

Initial CANS 

Trauma Stress Symptoms 60% 55% 

Cohort III 

Child Behavioral/Emotional 

Needs 
63% - 

Child Risk Behaviors 63% - 

Life Domain Functioning 74% - 

Trauma Stress Symptoms 58% - 

 

Looking at the domain which showed the most need upon initial assessment, i.e., Life 

Domain Functioning, 60 percent of the youth from Cohort I showed a reduction in at least 

one item at six months; the same was true for 68 percent of youth in Cohort II and 74 

percent of youth in Cohort III. At twelve months, the reduction in need in the Life Domain 

Functioning domain showed a marked improvement with 90 percent of Cohort I and 81 

percent of Cohort II youth having improved their scores within the domain. Overall, the 

greatest need reduction was evident in Life Domain Functioning (with the exception of 

Cohort II at twelve months, where the greatest reduction was in Child Risk Behaviors), 

suggesting that while these are the most common needs identified, they are also the ones in 

which the program has been able to address most effectively. 

 

  Family Functioning 

 

Progress in family functioning was analyzed by looking at the Family Functioning 

domain of the CANS which is also broken into specific items within the domain (Table 17). 

 

Table 17. Number of Youth With Improved Scores in the Family Functioning Domain at 

6 & 12 Months 
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CANS 

Items 

Number 

of Youth 

With 

Need on 

Initial 

CANS 

Number of 

Youth With 

a 6 Month 

CANS & 

Need on 

Initial CANS 

Number of 

Youth With 

Improved 

Scores 6 

Months 

After Initial 

CANS 

Number of 

Youth With 

a 12 Month 

CANS & 

Need on 

Initial CANS 

Number of 

Youth With 

Improved 

Scores 12 

Months 

After Initial 

CANS 

Cohort I 

Physical 

Health 
5 1 1 1 1 

Mental 

Health 
2 2 0 1 1 

Substance 

Use 
1 1 1 1 1 

Family 

Stress 
23 17 10 7 6 

Residential 

Stability 
7 4 3 3 2 

Total 28 18 11 8 7 

Cohort II 

Physical 

Health 
15 8 2 2 2 

Mental 

Health 
5 2 2 1 1 

Substance 

Use 
5 3 2 2 1 

Family 

Stress 
28 15 6 3 1 

Residential 

Stability 
10 5 2 2 2 

Total 44 23 9 5 3 

Cohort III 

Physical 

Health 
7 1 1 - - 
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Table 17. Number of Youth With Improved Scores in the Family Functioning Domain at 

6 & 12 Months 

CANS 

Items 

Number 

of Youth 

With 

Need on 

Initial 

CANS 

Number of 

Youth With 

a 6 Month 

CANS & 

Need on 

Initial CANS 

Number of 

Youth With 

Improved 

Scores 6 

Months 

After Initial 

CANS 

Number of 

Youth With 

a 12 Month 

CANS & 

Need on 

Initial CANS 

Number of 

Youth With 

Improved 

Scores 12 

Months 

After Initial 

CANS 

Mental 

Health 
9 2 2 - - 

Substance 

Use 
3 2 0 - - 

Family 

Stress 
31 11 7 - - 

Residential 

Stability 
16 4 2 - - 

Total 41 11 7 - - 

 

Family Stress was identified as the most common need item for youth in all three 

cohorts on the initial CANS, followed by Residential Stability for Cohorts I and III and Physical 

Health for Cohort II. By six months, 59 percent of the youth in Cohort I saw a reduction in 

Family Stress; the same was true for 40 percent of youth in Cohort II and 64 percent in 

Cohort III.  

 

The numbers of youth with assessments available for analysis at twelve months are 

limited. However, of the seven Cohort I youth who had identified Family Stress as a need on 

the initial CANS and had a twelve month follow-up, six no longer had Family Stress identified 

as a need at twelve months; this was the case for one of three Cohort II youth at twelve 

months. 

 

  Youth Educational Functioning 

 

Interviews with youth, parents, wraparound facilitators and caseworkers from the 40 

selected fidelity cases were used to explore improved educational functioning. A total of 79 
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stakeholders were interviewed and all provided information on youth progress and 

challenges related to education. This section of the report provides a summation of their 

responses. 

 

Youth from all but two cases were enrolled in school for the fall 2018 semester. For 

the two youth who were not enrolled, one had run away and the other was planning to sign 

up for the GED. In a third case the youth, the parent and facilitator reported that the youth 

was advocating to drop out and his/her status was currently undecided. Youth from 

approximately half the cases were attending (or set to attend in the fall) school in some form 

of an alternative learning environment. Some examples of alternative learning included at 

home/online education, vocational/technical schooling and military based academies. 

 

Youth from all but a few cases were in the appropriate grade level for their age. A few 

youth had individual education plans (IEPs) to address academic challenges and learning 

deficiencies. For youth that were not able to keep up with their grade level, parents provided 

reasons as to why this is the case, including a lack of effort by the youth, lack of placement 

stability, behavioral issues, drugs, poor peer associations and the parent not being strict 

enough. Stakeholders held mixed views as to how well youth were currently doing 

ŀŎŀŘŜƳƛŎŀƭƭȅΣ ƭŜŀƴƛƴƎ ǘƻǿŀǊŘ ŀ ƭƛǘǘƭŜ ƻǾŜǊ ƘŀƭŦ ǊŀǘƛƴƎ ǘƘŜ ȅƻǳǘƘΩǎ ŀŎŀŘŜƳƛŎ ǇŜǊŦƻǊƳŀƴŎe as 

good. 

 

Most youth were in different schools or different school settings than they were prior 

to Safe at Home involvement. Wraparound facilitators and caseworkers shared that changes 

in school settings were most often the result of youth placement changes or youth needs 

which necessitated moves to new schools (or at least new school settings) as a way to 

address those concerns. 

 

! ŦŜǿ ǇŀǊŜƴǘǎΣ ŦŀŎƛƭƛǘŀǘƻǊǎ ŀƴŘ ŎŀǎŜǿƻǊƪŜǊǎ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ǘƘŜ {ŀŦŜ ŀǘ IƻƳŜ ǘŜŀƳΩǎ 

ŘŜŎƛǎƛƻƴ ǘƻ ŎƘŀƴƎŜ ǘƘŜ ȅƻǳǘƘΩǎ ƭŜŀǊƴƛƴƎ ŜƴǾironment had resulted in improved grades. This 

sentiment was echoed by a few wraparound facilitators with one providing the following 

ŜȄŀƳǇƭŜΣ άώ¢ƘŜ ȅƻǳǘƘϐ ŘŜǎǇƛǎŜŘ ǎŎƛŜƴŎŜΣ ōǳǘ ǿŜƴǘ ǘƻ Ǿƻ-tech and got very involved with it. 

[S/he] does better in smaller class settings where they are more hands on with the work. 

Now [s/he] actually enjoys learning and went from being in danger of failing in [the public 

school setting] to a 3.0 at vo-ǘŜŎƘΦέ Lƴ ŎŀǎŜǎ ǿƘŜǊŜ ȅƻǳǘƘ ǿŜǊŜ ƴƻǘ ŘƻƛƴƎ ǿŜƭƭ ƛƴ ŀŎŀŘŜƳƛŎ 

achievement, wraparound facilitators from nearly all of those cases reported that this was 
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due to youth refusal to participate and complete the work. In a couple of cases behavior 

issues at school and skipping school were identified as the causes of poor grades. In only one 

or two cases were challenges with learning the material identified as the cause of poor 

grades. 

 

Interviewees were asked how well youth were doing in regard to their peer 

relationships and responses across stakeholders were evenly split, with half reporting 

positive and the other half reporting negative peer relationships. One parent shared his/her 

ŦǊǳǎǘǊŀǘƛƻƴ ǎǘŀǘƛƴƎΣ άώ{κƘŜϐ Ŏŀƴ ŦƻǊƳ ōƻƴŘǎ ǿƛǘƘ ǘŜŀŎƘŜǊǎΣ ōǳǘ ŘƻŜǎƴΩǘ ŦƻǊƳ ōƻƴŘǎ ǿƛǘƘ ŀƎŜ 

appropriate peers. [S/he] makes friends, but [s/he] steals and is clingy. In three days, the 

ŦǊƛŜƴŘǎƘƛǇ ƛǎ ƻǾŜǊΦέ ²ƘŜƴ ȅƻǳǘƘ ǎǘǊǳƎƎƭŜŘ ǿƛǘƘ ǇŜŜǊ ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ ǘƘŜ Ƴƻǎǘ ŎƻƳƳƻƴ ǊŜŀǎƻƴ 

identified was inappropriate relationships with peers via hanging around bad influences or 

not understanding appropriate boundaries. In a few cases stakeholders reported that poor 

ǇŜŜǊ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿŜǊŜ ŀǘǘǊƛōǳǘŜŘ ǘƻ ǘƘŜ ȅƻǳǘƘǎΩ ƎŜƴŜǊŀƭ ŎƘŀƭƭŜƴƎŜ ǿƛǘƘ ǎƻŎƛŀƭ ǎƪƛƭƭǎΦ 

 

Most youth were not involved in extra-curricular school activities. Wraparound 

facilitators indicated this was primarily due to youth refusing to participate or having no 

interest in any of these activities and/or youth having gotten in trouble in school or having 

grades too low to permit participation. Those youth who did participate in school activities 

were most often involved in sports followed by band/choir, volunteer groups and military 

oriented groups such as the Junior Reserve Officer Training Corps (JROTC). 

 

Prior to Safe at Home, most youth had a history of school suspensions and in a couple 

cases, expulsions. Parents reported some examples of what caused these disciplinary 

actions, including skipping school, fighting with peers and vandalizing. Wraparound 

facilitators and youth from nearly all cases reported marked improvement in youth 

involvement with disciplinary actions at school, yet caseworkers and parents were almost 

evenly split as to whether positive change had been evidenced. One facilitator witnessed the 

ŎƘŀƴƎŜ ƛƴ ŀ ȅƻǳǘƘΣ ǎǘŀǘƛƴƎΣ ά²ƘŜƴ ƛǘ ŎƭƛŎƪŜŘ ŦƻǊ ώƘƛƳκƘŜǊϐ ǘƘŀǘ ώƘƛǎκƘŜǊϐ ǇŜŜǊǎ ǿŜǊŜ ǘƘŜ 

source of negativity in [his/her] life, [s/he] stopped getting in trouble in and out of school 

because [s/he] stopped hanging around them. In the beginning, I got called over three times 

ŘǳŜ ǘƻ ǇƻƭƛŎŜ ōŜƛƴƎ ƛƴǾƻƭǾŜŘ ōŜŎŀǳǎŜ ƻŦ ŦƛƎƘǘƛƴƎΧ ǘƘƛǎ ŘƻŜǎƴΩǘ ƘŀǇǇŜƴ ŀǘ ŀƭƭ ŀƴȅƳƻǊŜΦέ  

 

  Summary of Outcome Evaluation Results 
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Overall, Safe at Home outcomes generally followed an interesting pattern, where Safe 

at Home youth do better than comparison groups for the first six months, but these 

successes have dissipated by twelve months. As the evaluation continues it will be important 

to understand what is happening with Safe at Home cases between six and twelve months 

that is potentially causing this change. This trend is especially apparent in Cohort II, 

indicating a need for further exploration as to what makes this group different in comparison 

to the others. As noted in the process section, the overall Safe at Home population appears 

to be changing drastically with each cohort. Most notably, the population has become 

increasingly prevention based/focused as time goes on. This is one area where exploration 

will begin. 

 

Safe at Home youth from all three cohorts spent fewer days in congregate care within 

six and twelve months of referral and all congregate care length of stay results were 

statistically significant. These results indicate that while Safe at Home youth may have more 

ƛƴǎǘŀƴŎŜǎ ƻŦ άǊŜƭŀǇǎŜέ ǿƘƛŎƘ ƭŜŀŘ ǘƻ ŎƻƴƎǊŜƎŀǘŜ ŎŀǊŜ ŜƴǘǊȅ ŀƴŘ ǊŜ-entry, more work is being 

done to ensure that Safe at Home youth do not spend an excessive amount of time in these 

placement settings and are stepped down to lower levels of care as soon as feasibly possible. 

 

At six and twelve months a greater proportion of Safe at Home youth from all three 

cohorts had returned to their home-counties than did comparison youth (results were 

statistically significant for all three cohorts at six months). Safe at Home youth also had 

higher percentages of overall movement in both directions than did comparison youth, 

indicating that more active work is being done on Safe at Home cases and placement options 

are more readily explored. 

 

Within six and twelve months Safe at Home youth had fewer maltreatment referrals. 

These results were statistically significant for Cohort I at six and twelve months, Cohort III at 

six months and Cohort II at twelve months. There were no cases of substantiated 

maltreatment within six or twelve months for any youth in any of the treatment or 

ŎƻƳǇŀǊƛǎƻƴ ƎǊƻǳǇǎΦ Lǘ ƛǎ ǇƻǎǎƛōƭŜ ǘƘŀǘ ǘƘŜ {ŀŦŜ ŀǘ IƻƳŜ ƳƻŘŜƭΩǎ ŜƳǇƘŀǎƛǎ ƻƴ ȅƻǳǘƘ ŀƴŘ 

family strengths has shifted caseworker and service provider decision-making, where they 

may be more prone to identify protective factors in families which mitigate risk and thus 

eliminate the need to file reports. 

 

Cost Evaluation Results: 
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The cost evaluation is used to determine whether Safe at Home West Virginia is more 

effective and more efficient from a cost perspective than traditional methods used in West 

±ƛǊƎƛƴƛŀΩǎ ŎŀǎŜǿƻǊƪΦ 

 

Four research questions guide the evaluation of costs. 

 

¶ Are the costs of providing the Waiver services to a youth and family 

less than those provided before the Waiver demonstration? 

¶ How does Safe at Home alter the use of federal funding sources as well 

as state and local funds? 

¶ What is the cost effectiveness of the program? 

¶ Is the project cost neutral? 

 

The cost analysis for this reporting period focuses on the costs of out-of-home care 

and fee-for-services costs, comparing costs incurred for youth in the treatment groups to 

those in the comparison groups for Cohorts I and II. It also provides a glimpse of the 

contracted costs for services provided by the wraparound providers.   

 

When costs were first examined, a daily rate for room and board expenditures were 

ŘŜǾŜƭƻǇŜŘ ǳǎƛƴƎ Ŏƻǎǘǎ ƛƴŎǳǊǊŜŘ ōȅ ȅƻǳǘƘ ƛƴ /ƻƘƻǊǘ LΩǎ ŎƻƳǇŀǊƛǎƻƴ ƎǊƻǳǇΦ ¢ƘŜ Ŏƻǎǘ ƻŦ 

providing out-of-home care to the youth in the comparison cohort was calculated, limiting 

the cost to the first 365 days of substitute care for those who remained out of the home 

longer than one year following the date they qualified for inclusion in the comparison group. 

This limitation was applied to ensure that the same amount of time eligible for review of 

costs for the treatment group was applied equally to the comparison group. Those costs 

were then used to compute an average daily rate which will continue to be used for the cost 

evaluation going forward. With rates subject to change year to year, it is important that a 

standard rate be developed and applied to eliminate the impact of rate increases and thus 

avoid the inappropriate appearance of waiver costs being higher just because of rate 

increases.  

 

Using the data from the comparison cohort of youth matched to youth in the first 

treatment group, the following daily rates were determined. 
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  Out of State Residential Care    $242.24 

  In State Residential Care    $147.77  

  Shelter Care      $164.26 

  Therapeutic/Specialized Care       $54.49 

  Preventive Care        $20.51 

 

Those rates were first applied to the number of days youth in the first treatment 

cohort were in substitute care, again limiting the analysis to the first year following 

enrollment in Safe at Home. The rates were also applied to the number of days youth in the 

second treatment and comparison cohorts were in out-of-home placement. As illustrated in 

Table 18, the Safe at Home West Virginia initiative generated a cost savings of over $720,000 

in costs for room and board for youth in the first treatment cohort and over $1.2 million for 

youth in the second treatment cohort. Overall, West Virginia has realized a cost savings of 

slightly more than $2 million in room and board expenditures. The largest savings is the 

result of reducing the time youth spend in out of state residential care, followed by a 

reduction in in-state residential care.  

 

Table 18. Cost of Room and Board Payments 

 Comparison Group Treatment Group 

Cohort I 

Out of State Residential Care $1,520,061 $859,712 

In State Residential Care 1,218,795 1,028,322 

Shelter Care 257,073 342,819 

Therapeutic/Specialized Care 14,712 73,942 

Preventive Care 26,832 9,683 

Totals $3,037,473 $2,314,478 

Cohort II 

Out of State Residential Care $1,178,013 $331,384 

In State Residential Care 2,823,589 2,124,194 

Shelter Care 470,441 788,941 

Therapeutic/Specialized Care 133,936 82,934 

Preventive Care 54,741 52,280 

Totals $4,660,720 $3,379,733 

 

Costs for fee-for-services (e.g., case management, maintenance, services) were also 
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examined to determine if Safe at Home was having a positive impact in reducing 

expenditures incurred by West Virginia to meet the needs of youth. With room and board 

costs lower for youth in the treatment groups, it is not surprising that other maintenance 

costs incurred to care for children removed from the home (e.g., transportation, clothing, 

school) are also lower than those incurred by youth in the comparison groups. Expenditures 

ŦƻǊ άhǘƘŜǊ !ǇǇǊƻǾŜŘ tŀȅƳŜƴǘǎέ ǿŜǊŜ ǘƘŜ ǇǊƛƳŀǊȅ ǊŜŀǎƻƴ ǘƘŜ άhǘƘŜǊέ Ŏƻǎǘǎ ǿŜǊŜ ƘƛƎƘŜǊ ŦƻǊ 

treatment youth in Cohort II in comparison to those in the comparison group. 

 

Table 19. Cost of Fee-for-Service Payments 

 Comparison Group Treatment Group 

Cohort I 

Case Management $6,053 $1,218 

Assessments 5,028 6,390 

Services 45,544 1,184 

Maintenance Costs 133,821 85,712 

Independent Living 11,256 1,776 

Supervised Visitation 1,720 1,864 

Other 4,872 5,952 

Totals $208,294 $104,096 

Cohort II 

Case Management $8,856 $2,193 

Assessments 17,520 5,056 

Services 38,831 7,525 

Maintenance Costs 58,200 62,959 

Independent Living 24,485 6,572 

Supervised Visitation 2,390 560 

Other 8,841 21,115 

Totals $159,123 $105,980 

 

Contracted costs to provide wraparound services were also examined. A cost of $136 

per day is paid to wraparound providers to provide assessments, case management and 

supervision. Using the number of days youth were enrolled in Safe at Home West Virginia, a 

total of just under $13.8 million has been incurred to provide services to enrolled youth. The 

costs equate to an average cost of $39,367 per youth to date. 
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Table 20. Cost for Wraparound Services 

 
Days in Wraparound 

Care (First 12 Months) 
Cost Per Day 

Total Wraparound 
Costs 

Cohort I 30,750 

$136 

$4,182,000 

Cohort II 70,564 9,596,704 

Total 101,314 $13,778,704 

 

  Summary of Cost Evaluation Results 

 

The program has generated a cost savings of $2 million in room and board costs and a 

savings of over $157,000 for fee-for-services for treatment youth in Cohorts I and II. The 

most significant portion of these savings can be attributed to the reduced time youth spend 

in out-of-state congregate care. As noted above, costs to contract with wraparound service 

providers averages $39,367 per youth. Additionally, a total cost of $13.8 million has been 

incurred to provide wraparound services for youth in Cohorts I and II. However, some of the 

costs of wraparound services may be offset if caseworkers are spending less time on Safe at 

Home cases since wraparound facilitators are providing such intensive services for 

youth/families.  At this point there does not appear to be a reliable way to determine 

whether that is the case. 
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V. Recommendations & Activities Planned for Next Reporting Period 
 

²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ 9ǾŀƭǳŀǘƻǊΩǎ wŜŎƻƳƳŜƴŘŀǘƛƻƴs: 

 Recommendation 1: Increase DHHR staff survey response rate. The DHHR survey 

response rate of only seven was alarmingly low. This was in spite of contacting all the 

appropriate community service managers to take the survey and forward it to their casework 

and supervisory staff. There was also follow up messaging from HZA and a deadline 

extension to try to increase the response rate. 

 

Recommendation 2: Further explore how to help youth/families build their natural 

support systems. Most youth/families either did not want to involve natural supports in the 

wraparound process or they did not believe they had any natural supports to involve. It 

would be beneficial for LCAs to emphasize to youth/families why natural supports are 

important to help them to build up supports, especially for post-wraparound involvement. 

 

Recommendation 3: Work with LCAs unable to meet the required timeframes for 

assessments and plans. One LCA fell largely short of meeting all required timeframes for 

assessments and plans, and as a whole, multiple LCAs struggled in meeting the required 

timeframe for initial wraparound plans.  HZA is currently in the midst of completing fidelity 

reviews for each agency which the state plans to use to work directly with each LCA to come 

up with plans for improvement where necessary.  The agency reviews followed by the 

collaborative work between the State and the LCAs will hopefully lead to better results on 

ƛƴƛǘƛŀƭ ǘƛƳŜŦǊŀƳŜǎ ŦƻǊ ƴŜȄǘ ȅŜŀǊΩǎ ŦƛŘŜƭƛǘȅ ŀǎǎŜǎǎment.   
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West Virginia Activities Planned for Next Reporting Period: 

 

West Virginia will work with our evaluator and partners to plan for implementing 

recommendations as well as monitoring for any program or process improvements. 

 

All provider agreements will be updated on March 31, 2018 bringing all Local 

Coordinating Agencies for all 3 implementation phases into a uniform schedule for provider 

agreements.   

 

West Virginia will proceed with facilitation of the Applied Wraparound Training to all 

existing Wraparound Facilitators.   

 

West Virginia has developed a strategic work plan for further training and 

development of BCF and Partner staff regarding the administration and use of the WV CANS 

and the further development of WV CANS Advance CANS Experts (ACES) for technical 

assistance.  We are seeing that WV CANS are being administered but many do not yet 

understand how to use the results in the treatment or case planning process for youth and 

families.  We have identified the continuing need to develop experts that can provide 

technical assistance on an ongoing basis.  Our goal is for WV CANS to be completed on all 

children with an open child welfare case and that the WV CANS will be used to determine 

the appropriateness of a referral to Safe at Home West Virginia and assist in guiding the 

intensity of services.  Please refer to the attached Logic Model which is a fluid with changes 

being made as needed. 

 

As mentioned previously, West Virginia is working with our partners in Positive 

Behavioral Support Program.  They are assisting us with engagement and ongoing trainings in 

using the MAPs process.  άMAPsέ refers to Making Action Plans.   The training helps facilitators 

understand the MAPs process and details and how to conduct a MAP and integrate it into a 

Wraparound Plan.  We are hopeful that these training will occur during the next reporting 

period. 

West Virginia will continue with the combined meetings with Judges as well as 

community partners. 

 

 




